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HISTORY   OF   THE    FORMATION   OF  THE   SOCIETY. 


Towards  the  end  of  May,  1900,  a  circular  (of  which  a  copy  is 
appended)  was  issued  to  members  of  the  honorary  medical  and 
surgical  staffs  of  the  Children's  Hospitals  in  London  and  the 
provinces,  as  well  as  to  a  few  gentlemen  known  to  be  specially 
interested  in  the  subject  of  children's  diseases. 

Copy  of  Circular. 

"33,  Welbeck  Street, 
*'  London,  W. 
"Sib, 

"  It  is  proposed  to  form  a  Society  devoted  exclusively  to 
the  study  of  children's  diseases.  A  preliminary  meeting  will  be 
held  at  5.30  p.m.  on  Monday,  June  the  11th,  at  20,  Hanover 
Square,  London,  W. 

"  If  you  are  not  able  to  attend  the  meeting,  we  shall  be  glad 
if  you  will  let  us  know  (a)  whether  you  are  in  favour  of  the 
formation  of  such  a  Society,  and  (b)  whether  you  would  care  to 
become  a  member, 

**  We  need  scarcely  add  that  we  shall  be  glad  to  receive  any 
suggestions  that  may  occur  to  you,  and  to  lay  them  before  the 
meeting. 

"  We  are,  Sir, 

'•  Yours  obediently, 

"  Alfred  H.  Tubby, 
•'  Sydney  Stephenson." 

The  response  to  the  foregoing  circular  was  most  encouraging. 
Offers  of  help  were  received  from  all  parts  of  the  country.  The 
preliminary  meeting  was  duly  held.  Dr.  A.  Ernest  Sansom 
occupied  the  chair.  It  was  agreed  unanimously  to  form  a 
Society  for  the  study  of  children's  diseases,  and  a  Provisional 
Committee  was  appointed  to  give  effect  to  the  decision  of  the 
meeting.  The  Provisional  Committee  was  composed  of  the 
following  gentlemen : — Henry  G.  Armstrong,  Henry  Ashby, 
Wayland  C.  Chaffey,  Arthur  Downes,  Walter  Edmunds,  Theo- 
dore Fisher,  Jonathan  Hutchinson,  David  B.  Lees,  R.  Clement 
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Lucas,  Howard  Marsh,  Lewis  Marshall,  John  McCaw,  D'Arcy 
Power,  Humphry  D.  Eollestou,  Arthur  E.  Sansom,  George  E. 
Shuttleworth,  Harold  J.  Stiles,  George  A.  Sutherland,  Alfred  B . 
Tubby,  Dawson  Williams,  and  Sydney  Stephenson  (Hon. 
Secretary  pro  tern.). 

The  Provisional  Committee,  after  deciding  the  broad  lines 
upon  which  the  Society  should  be  conducted,  appointed  a  sub- 
committee for  the  purpose  of  drafting  the  constitution  of  the 
new  body.  TLe  sub -committee,  which  included  A.  Ernest 
Sansom,  JDavid  B.  Lees,  George  A.  Sutherland,  Alfred  H.  Tubby, 
and  Sydney  Stephenson,  met  on  several  occasions,  and  drafted 
the  laws  of  the  Society.  These  laws,  after  receiving  the 
approval  of  the  Provisional  Committee,  were  adopted  at  an 
inaugural  meeting  of  the  Society  held  on  July  the  24th,  1900,  at 
20,  Hanover  Square,  W.  At  the  same  meeting  the  following 
gentlemen  were  appointed  to  serve  as  the  first  Officers  and 
Council  of  the  Society,  viz.  : 

Council. — Henry  G.  Armstrong,  Henry  Ashby,  Fletcher 
Beach,  George  Carpenter,  Edmund  Cautley,  Wayland  C.  Chaffey, 
Arthur  Downes,  Walter  Edmunds,  Theodore  Fisher,  Leonard 
Guthrie,  Robert  Jones,  David  B.  Lees,  Lewis  Marshall,  John 
McCaw,  D'Arcy  Power,  Humphry  D.  Eolleston,  A.  Ernest 
Sansom,  George  E.  Shuttleworth,  Harold  J.  Stiles,  George  A. 
Sutherland,  James  Taylor,  Alfred  H.  Tubby,  WilUam  H.  Vicary, 
Dawson  Williams. 

Officers. — Hon.  Treasurer,  R.  Clement  Lucas  ;  Hon.  Secre- 
taries, Sydney  Stephenson  and  Charles  H.  Willey. 


RULES. 


Name. 


1.  The  name  of  the  Society  shall  be  "  The  Society  for  the 
Study  of  Disease  in  Children." 


Object  of  the  Society. 

2.  The  object  of  the  Society  shall  be  the  study  of  disease  and 
of  allied  subjects  in  children. 

Constitution. 

3.  The  Society  shall  consist  of  Ordinary,  Temporary,  and 
Honorary  Members. 

Qualification  for  Membership. 

4.  All  duly  registered  medical  men  shall  be  eligible  tor 
membership. 

Officers. 

5.  The  officers  of  the  Society  shall  be  elected  from  the 
ordinary  members,  and  shall  include  an  Honorary  Treasurer, 
Honorary  Secretaries  (one  of  whom  shall  be  resident  in  the 
London  postal  distict,  and  one  in  some  other  part  of  Great 
Britain  or  Ireland),  and  twenty-four  other  members,  of  whom 
at  least  one  third  shall  not  be  resident  in  the  London  postal 
district.  These  together  shall  constitute  the  Council,  and 
manage  the  affairs  of  the  Society. 

Ordinary  Members. 

6.  The  names  of  candidates  shall  be  proposed  ui)on  a  printed 
form  provided  for  the  purpose,  and  signed  by  two  or  more 
members  from  personal  knowledge.  The  names  of  candidates 
shall  in  the  first  instance  be  submitted  to  the  Council,  in  which 
shall  be  vested  the  absolute  power  of  declining  to  allow  the 
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Lucas,  Howard  Marsh,  Lewis  Marshall,  John  McCaw,  D'Arcy 
Power,  Humphry  D.  RoUestoii,  Arthur  E.  Sansom,  Greorge  E. 
Shuttleworth,  Harold  J.  Stiles,  George  A.  Sutherland,  Alfred  B . 
Tubby,  Dawson  Williams,  and  Sydney  Stephenson  (Hon. 
Secretary  j^ro  fern.). 

The  Provisional  Committee,  after  deciding  the  broad  lines 
upon  which  the  Society  should  be  conducted,  appointed  a  sub- 
committee for  the  purpose  of  drafting  the  constitution  of  the 
new  body.  TLe  sub -committee,  which  included  A.  Ernest 
Sansom,  David  B.  Lees,  George  A.  Sutherland,  Alfred  H.  Tubby, 
and  Sydney  Stephenson,  met  on  several  occasions,  and  drafted 
the  laws  of  the  Society.  These  laws,  after  receiving  the 
approval  of  the  Provisional  Committee,  were  adopted  at  an 
inaugural  meeting  of  the  Society  held  on  July  the  24th,  1900,  at 
20,  Hanover  Square,  W.  At  the  same  meeting  the  following 
gentlemen  were  appointed  to  serve  as  the  first  Officers  and 
Council  of  the  Society,  viz.  : 

Council. — Henry  G.  Armstrong,  Henry  Ashby,  Fletcher 
Beach,  George  Carpenter,  Edmund  Cautley,  Way] and  C.  Chaff ey, 
Arthur  Downes,  Walter  Edmunds,  Theodore  Fisher,  Leonard 
Guthrie,  Robert  Jones,  David  B.  Lees,  Lewis  Marshall,  John 
McCaw,  D'Arcy  Power,  Humphry  D.  Rolleston,  A.  Ernest 
Sansom,  George  E.  Shuttleworth,  Harold  J.  Stiles,  George  A. 
Sutherland,  James  Taylor,  Alfred  H.  Tubby,  WilUam  H.  Vicary, 
Dawson  Williams. 

Officers. — Hon.  Treasurer,  E.  Clement  Lucas  ;  Hon.  Secre- 
taries, Sydney  Stephenson  and  Charles  H.  Willey. 


RULES. 


Name. 


1.  The  name  of  the  Society  shall  be  "The  Society  for  the 
Study  of  Disease  in  Children." 

Object  of  the  Society. 

2.  The  object  of  the  Society  shall  be  the  study  of  disease  and 
of  allied  subjects  in  children. 

Constitution. 

3.  The  Society  shall  consist  of  Ordinary,  Temporary,  and 
Honorary  Members. 

Qualification  for  Membership. 

4.  All  duly  registered  medical  men  shall  be  eligible  for 
membership. 

Officers. 

5.  The  officers  of  the  Society  shall  be  electee!  from  the 
ordinary  members,  and  shall  include  an  Honorary  Treasurer, 
Honorary  Secretaries  (one  of  whom  shall  be  resident  in  the 
London  postal  distict,  and  one  in  some  other  part  of  Great 
Britain  or  Ireland),  and  twenty-four  other  members,  of  whom 
at  least  one  third  shall  not  be  resident  in  the  London  postal 
district.  These  together  shall  constitute  the  Council,  and 
manage  the  affairs  of  the  Society. 

Ordinary  Members. 

6.  The  names  of  candidates  shall  be  proposed  upon  a  printed 
form  provided  for  the  purpose,  and  signed  by  two  or  more 
members  from  personal  knowledge.  The  names  of  candidates 
shall  in  the  first  instance  h>e  submitted  to  the  Council,  in  which 
shall  be  vested  the  absolute  power  of  declining  to  allow  the 
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nomination  to  proceed.  The  proposal  paper,  after  approval  by 
the  Council,  shall  be  read  at  an  Ordinary  Meeting  of  the  Society ; 
and  the  ballot  shall  take  place  at  the  next  meeting.  No  election 
shall  be  valid  unless  at  least  ten  members  vote,  and  no  candi- 
date shall  be  elected  who  fails  to  obtain  four  fifths  of  the  votes 
recorded.  No  rejected  candidate  shall  be  eligible  for  proposal 
until  twelve  months  have  elapsed. 

Form  of  Admission. 

7.  Every  Ordinary  Member,  after  his  election,  and  after  pay- 
ment of  the  annual  subscription,  and  of  the  entrance  fee  (if 
any),  shall  sign  the  roll  of  members,  declaring  thereby  his 
adhesion  to  the  Eules  of  the  Society. 

Temporary  Members. 

8.  Any  resident  medical  officer  of  a  hospital  or  infirmary  shall 
be  eligible  for  election  by  the  Council  as  a  Temporary  Member 
of  the  Society  for  a  period  of  twelve  months,  without  payment 
of  any  subscription  or  entrance  fee.  He  shall  be  entitled  to 
attend  the  ordinary  Meetings,  but  he  shall  not  have  a  vote,  shall 
not  be  eligible  for  office,  shall  not  be  entitled  to  receive  a  copy 
of  the  *  Reports,'  and  shall  not  introduce  visitors.  If,  at  the 
termination  of  the  period  for  which  he  has  been  elected  a  Tem- 
porary Member,  he  desires  to  become  an  Ordinary  Member  of 
the  Society,  he  must  go  through  the  usual  form  of  election,  but 
shall  be  exempt  from  paying  any  entrance  fee. 

Honorary  Members. 

9.  The  Council  shall  have  power  to  propose  for  election  as 
Honorary  Members  the  names  of  persons  eminent  in  medicine, 
surgery,  or  the  collateral  sciences.  The  Honorary  Members, 
who  shall  not  exceed  twelve  in  number,  shall  be  balloted  for, 
after  proposal  by  the  Council,  at  a  G-eneral  Meeting  of  the 
Society,  and  be  subject  to  the  same  rules  as  govern  the  election 
of  ordinary  members.  They  shall  enjoy  all  the  privileges  of 
ordinary  members,  voting  excepted.  They  shall  not  be  called 
upon  to  pay  any  fee  or  subscription. 

Resignation  and  Expulsion  of  Members. 

10.  Any  member  may  retire  from  the  Society  on  giving 
written  notice  of  the  intention  to  do  so  to  one  of  the  Secretaries 
and  on  paying  any  contributions  that  may  be  due. 

The  name  of  any  member  may  be  expunged  from  the  Society's 
roll  only  at  a  General  Meeting  convened  by  the  Council  specially 
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for  consideration  of  tbe  ease.  At  least  ten  votes  must  be  re* 
corded,  and  four  fifths  of  the  votes,  if  recorded  in  favour  of  the 
expulsion,  shall  be  decisive.  Any  person  exj^elled  in  accordance 
with  this  rule  shall  forfeit  all  claim  upon  the  Society. 

Subscriptions. 

11.  The  annual  subscription  for  Ordinary  Members  shall  be 
One  Guinea,  payable  in  advance  at  the  beginning  of  the  session 
in  October.  Ordinary  Members  elected  after  July  the  31st,  1901, 
shall  pay  an  entrance  fee  of  One  Guinea  ;  but  in  the  case  of  any 
member  elected  subsequently  to  Easter  in  any  year  the  member 
shall  not  be  called  upon  to  pay  a  subscription  during  the  ensuing 
session.  Original  Members  pay  no  entrance  fee.  A  meml)er 
shall  at  any  time  be  exempted  from  further  annual  subscriptions 
by  paying  a  composition  fee  of  Ten  Guineas. 

A  member  whose  subscription  is  six  months  in  arrear  shall  be 
reminded  of  the  fact  by  one  of  the  Honorary  Secretaries  ;  and  if 
the  amount  due  remain  unpaid  during  the  current  year,  his 
name  may  be  removed  by  the  Council  from  the  list  of  members. 

Election  of  Officers. 

12.  The  Officers  of  the  Society  shall  be  elected  by  ballot  at 
the  Annual  Meeting.  •  No  member,  except  the  Honorary 
Treasurer,  may  hold  the  same  office  for  a  longer  period  than 
three  consecutive  years.  A  list  of  names  recommended  by  the 
Council  for  election  shall  be  sent  to  each  ordinary  member  at 
least  fourteen  days  before  the  Annual  Meeting  of  the  Society. 
A  name  or  names  may  be  substituted  on  the  voting  paper  for 
that  of  any  member  or  members  proposed  by  the  Council  for 
election.  Two  Scrutineers  shall  he  appointed  by  the  Chairman  • 
at  the  commencement  of  the  Annual  Meeting,  and  their  duty 
shall  be  to  receive  and  examine  the  balloting  lists,  and  report 
the  results  to  the  meeting.  In  the  case  of  equal  voting  the 
Chairman  shall  decide  by  lot. 

HoNORABT  Treasurer. 

13.  The  Honoranr  Treasurer  shall  have  charge  of  the  funds 
of  the  Society,  and  keep  an  ac^^ount  in  an  orderly  and  business- 
like way  of  all  sums  that  pass  through  his  hands.  He  shall 
receive  all  moneys  due  to,  and  pay  all  moneys  due  from,  the 
Society,  only  after  the  accounts  have  l)een  passed  by  the 
Council  and  signed  by  two  of  the  memlxTs  present.  He  shall 
keep  a  printed  receipt-book  for  subscriptions  and  fees,  and 
every  receipt  shall  be  signed  by  him  and  countersigncKl  by  one 
of  the  Honorary  Secretaries.     He  shall  prepare  an  annual  state- 


ment  of  accounts,  which  shall  be  audited  by  two  ordinary 
members  of  the  Society  not  in  office,  and  presented,  with  the 
Council's  Report,  to  the  next  Annual  Meeting.  He  shall  keep 
a  separate  banking  account  in  the  name  of  the  Society,  and  shall 
invest  the  funds  from  time  to  time  as  directed  by  the  Council. 
The  Honorary  Treasurer  shall  be  ex  officio  a  member  of  Council. 

Honorary  Secretaries. 

14.  The  Honorary  Secretaries  (or  one  of  them)  shall  conduct 
all  correspondence,  notify  to  new  members  their  election,  and 
convene,  attend,  and  minute  all  meetings  of  the  Society,  of  the 
Council,  and  of  any  committees  appointed  by  the  Council. 
They  shall  arrange  the  order  of  proceedings  at  all  meetings. 
They  shall  submit  to  the  Council  all  official  communications  and 
all  nominations  for  membership  in  the  Society.  They  shall 
keep  a  register  of  all  cases  and  papers  communicated  to  the 
Society,  and,  unless  otherwise  decided  by  the  Council,  shall  act 
as  editors  of  all  publications  authorised  by  the  Council.  They 
shall  keep  a  roll  of  the  officers  and  members  of  the  Society.  In 
the  discharge  of  these  various  duties  the  Secretaries  shall  have 
power  to  employ  clerical  assistance,  to  use  printed  or  typed 
forms,  and  to  prepay  postages  and  telegrams.  They  shall  be 
ex  officio  members  of  Council. 

Meetings. 

15.  These  shall  be  Ordinary,  Special,  and  General. 
Ordinary  Meetings  shall  be  held  at  hospitals  in  London  or 

elsewhere,  or  in  places  appointed  by  the  Council.  There  shall 
not  be  more  than  eight  Ordinary  Meetings  in  the  year,  and  of 
these  one  at  least  shall  be  held  elsewhere  than  in  London.  The 
meetings  shall  take  place  upon  the  third  Friday  in  the  months 
of  October,  November,  January,  February,  March,  April,  May, 
and  June,  at  5.30  p.m.,  unless  otherwise  arranged  by  the  Council. 
They  shall  not  be  of  longer  duration  than  two  hours,  except  by 
special  resolution  of  the  Meeting.  Clinical  and  Pathological 
Demonstrations,  and  discussions  thereon,  shall  take  precedence 
over  papers.  Nothing  relating  to  the  laws  or  the  management 
of  the  Society  shall  be  discussed  at  an  Ordinary  Meeting. 

Special  Meetings  may  be  convened  by  the  Council  for  the 
purpose  of  discussing  a  subject  or  subjects  deemed  to  be  of 
particular  interest  in  relation  to  disease  in  children,  or  to  allied 
subjects. 

A  General  Meeting  shall  be  called  by  the  Honorary  Secretaries 
on  the  requisition  of  any  five  members  of  Council  or  of  any 
twenty  ordinary  members  of  the  Society.  At  least  fourteen 
days'  notice  shall  be  given  to  every  ordinary  member  of  the 
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Society ;  and  the  character  of  the  business  to  be  transacted  at 
such  meeting  shall  be  stated  on  the  summons  paper.  No 
business  other  than  that  set  forth  upon  the  summons  paper 
shall  be  considered  at  the  meeting. 

The  Annual  General  Meeting  shall  be  held  at  a  time  and  in  a 
place  determined  by  the  Council,  fourteen  days'  notice  having 
been  given  to  every  ordinary  member  of  the  Society.  Its 
business  shall  include  election  of  officers,  presentation  of  the 
annual  Report  of  the  Council,  and  the  discussion  of  any  pro- 
posed alteration  or  alterations  in  the  rules  (notice  of  which  shall 
be  given  in  the  summons  convening  the  meeting).  Ten  ordinary 
members  shall  form  a  quorum.  No  change  in  the  rules  shall 
be  valid  unless  three  fourths  of  the  votes  are  recorded  in  favour 
of  the  alteration.  A  notice,  written  or  printed,  may  be  served 
upon  any  member,  either  personally  or  by  sending  it  through 
the  post  in  a  prepaid  letter,  addressed  to  such  member  at  his 
registered  address. 

Chairman. 

16.  A  Chairman,  who  must  be  an  ordinary  member  of  the 
Society,  shall  be  chosen  by  show  of  hands  or  by  ballot  at  the 
commencement  of  each  meeting,  whether  ordinary,  special,  or 
general.  He  shall  sign  the  minutes  of  the  preceding  meeting 
or  meetings,  regulate  the  proceedings,  check  irregularities, 
interpret  the  application  of  the  laws,  and  enforce  the  recognised 
rules  of  debate.  The  Chairman  shall  have  an  ordinary  and  a 
casting  vote. 

Publications. 

17.  Reports  shall  be  published  in  such  manner  and  at  such 
times  as  the  Council  may  direct.  A  copy  shall  be  forwarded 
free  to  every  Honorary  Member  of  the  Society,  and  to  every 
ordinary  member  whose  subscription  is  not  in  arrear. 

Visitors. 

18.  An  ordinary  member  may  introduce  two  medical  men  as 
visitors  at  ordinary  meetings  of  the  Society.  Visitors  shall  sign 
their  names  in  the  book  provided  for  the  purpose.  On  the 
invitation  of  the  Chairman,  visitors  shall  be  permitted  to  take 
part  in  the  discussions  of  the  Society.  The  same  visitor  shall 
not  be  introduced  more  than  twice  during  one  session. 

Council. 

19.  The  Council  shall  have  the  management  of  the  affairs  of 
the  Society,  and  shall  meet  as  often  as  may  be  necessary  for  the 
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transaction  of  business.  Seven  days'  notice  of  each  meeting' 
shall  be  sent  bv  the  Honorary  Secretaries  to  every  member  of 
Council.  Five  members  shall  form  a  quorum.  The  Council 
shall  determine  questions,  if  necessary,  by  ballot.  The  Council, 
at  its  first  meeting,  shall  elect  from  amongst  its  members  a 
Chairman,  to  preside  over  its  deliberations  during  the  session. 
He  shall  not  hold  office  for  longer  than  two  consecutive  years. 
In  his  absence  the  chair  shall  be  taken  by  some  other  member 
of  Council,  duly  proposed  and  seconded.  The  Chairman  of 
Council  shall  have  a  casting,  in  addition  to  an  ordinary  vote. 
The  Council  shall  from  time  to  time  make  regulations,  issue 
instructions,  appoint  committees,  and  take  any  other  lawful 
steps  to  further  the  good  government  of  the  Society.  He 
shall  prepare  and  present  to  the  Annual  Meeting  a  Eeport 
upon  the  state  of  the  Society.  The  Council  shall  be  em- 
powered to  fill  all  vacancies  that  may  occur  from  death  or 
otherwise  between  one  Annual  Meeting  and  another.  It 
shall  decide  all  questions  relating  to  the  publication  of  the 
"  Reports."  It  shall  annually  depute  three  of  its  members, 
with  the  Honorary  Secretaries,  to  form  a  Committee  of 
Reference,  the  duty  of  which  shall  be  to  determine  the 
acceptance  of  communications  referred  to  it  by  the  Honorary 
Secretaries.  The  Council  shall  be  elected  by  ballot  at  the 
Annual  Meeting.  One  third  of  its  members,  exclusive  of  the 
Honorary  Treasurer  and  the  Honorary  Secretaries,  shall  be 
replaced  annually  by  an  equal  number  of  ordinary  members  of 
the  Society.  An  Extraordinary  Meeting  of  Council  may  be 
called  (1)  by  the  Chairman  of  Council,  or  (2)  by  the  Honorary 
Secretaries,  and  (3)  shall  be  called  by  the  Honorary  Secretaries, 
on  the  requisition  of  any  five  members  of  Council.  Seven  days' 
notice  of  such  extraordinary  meeting  must  be  given  in  writings 
by  the  Honorary  Secretaries  to  every  member  of  Council  upon  a 
summons  paper  specifying  the  object  for  which  the  meeting  is 
called. 
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AXXUAL   REPORT   OF   THE   COUNCIL. 

Presented  at  the  General  Meeting  on  July  the  2Qthj  1901. 


The  Council  have  pleasure  in  reporting'  that  during  the  past 
session  the  membership  of  the  Society  has  increased  from  102 
to  237.  Of  the  latter  number  144  belong  to  London  and  its 
suburbs,  82  to  the  provinces,  4  to  Scotland,  and  7  to  Ireland. 
The  Council  deplore  the  loss  by  death  of  one  member  of  the 
Society,  namely,  Dr.  Leslie  Ogilvie,  Physician  to  the  Paddington 
Green  Children's  Hospital. 

The  meetings  of  the  Society  at  the  various  children's  hospitals 
in  London  have  been  well  attended,  the  average  attendance  being 
about  40. 

The  provincial  meeting  of  the  Society  was  held  at  Liverpool 
on  June  the  29th,  1901.  The  attendance  was  over  70,  the  cases 
numerous,  and  the  papers  interesting.  The  meeting  was  an 
unqualified  success.  The  Council  desire  to  express  the  in- 
debtedness of  the  Society  to  Mr.  Rol)ert  Jones,  Dr.  Cliarles  J. 
Macalister,  and  Dr.  James  Barr,  all  of  Liverpool,  who  organised 
the  local  arrangements  for  the  meeting. 

The  Council  have  arranged  for  the  issue  of  a  volume  of 
**  Reports  "  as  soon  as  ix>88ible. 

The  Treasurer's  Balance-sheet  (which  is  in  the  hands  of 
members)  shows  a  satisfactory  financial  condition. 
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Meetings  of  the  8ociety  were  held  during  the   Session  of 
1900—1901  at  the  under-mentioned  places  : 

1.  Friday,    October   the    19th,   1900.— The   Medical   Society, 

Chandos  Street,  Cavendish  Square,  W.     Dr.  Sansom  in 
the  Chair. 

2.  Friday,  November  the  16th,  1900.— The  Evelina  Hospital  for 

Children,  Southwark  Bridge  Road,  S.E.   Mr.  E.  Clement 
Lucas  in  the  Chair. 

3.  Friday,  January'  the  18th,  1901.— The  East  London  Hospital 

for  Children,  Shadwell,  E.    Dr.  Dawson  Williams  in  the 
Chair. 

4.  Friday,  February  the  15th,  1901.— Pad dington  Green  Chil- 

dren's Hospital,  W.      Mr.  Watson  Cheyne  in  the  Chair. 

5.  Friday,  March  the  15th,  1901.— Belgrave  Hospital  for  Chil- 

dren, 79,  Gloucester  Street,  S.W.     Dr.  Cautley  in  the 
Chair. 

6.  Friday,  April  the  19th,  1901.— North-Eastern  Hospital  for 

Children,  Hackney  Road,  N.E     Dr.  Sansom  in  the  Chair. 

7.  Friday,  May  the  17th,  1901.— Victoria  Hospital  for  Children, 

Queen's  Road,  Chelsea,  S.W.     Mr.   D'Arcy  Power  in 
the  Chair. 

8.  Saturday,   June    the   29th,   1901  (Provincial    Meeting). — 

Medical  Institution,  Hope  Street,  Liverpool.   Mr.  Robert 
Jones  (of  Liverpool)  in  the  Chair. 

9.  Friday,  July  the  26th,  1901  (Annual  General  Meeting). —The 

Medical  Society,  Chandos  Street,  Cavendish  Square,  W. 
Dr.  Sansom  in  the  Chair. 


LIST   OF   MEMBERS    OF    THE    SOCIETY. 

OCTOBER,  1901. 


(O.M,  =  Original  Member.     T.  =  Treasurer.     S.  =  Secretary. 
C.  =  Member  of  the  Council.    *  =  Life  Member.) 


Elected 

O.M.  Abbott,  Francis  Charles,  M.S.,  Asst.  Surgeon  St. 
Thomas's  Hospital ;  Surgeon  to  the  Evelina  Hospital 
for  Sick  Children ;  34,  Weymouth  Street,  W. 

O.M.  Abrahams,  Bertram  Louis,  M.B.,  Medical  Registrar 
Westminster  Hosjjital ;  14,  Welbeck  Street,  W. 

O.M.  AcHABD,  Alexander  Louis,  M.D.,  9,  Blandford  Street^ 
Manchester  Square,  W. 

1901  Allingham,  Herbert  William,  Surgeon  to  H.M.  the 
King ;  Surgeon  Great  Northern  Hospital ;  Asst.  Sur- 
geon St.  George's  Hospital ;  25,  Grosvenor  Street,  W. 

O.M.  Alliott,  Alexander  John,  M.D,,  Surgeon  Hip  Hos- 
pital, Sevenoaks  ;  The  Vine,  Sevenoaks. 

1901  Andbiezbn,  William  Lloyd,  M.D.,  7,  Apsley  Terrace, 
Acton. 

1901  Abchdale,  Meevtn  A.,  M.B.,  County  Asylum,  Rainhill, 
near  Liverpool. 

O.M.  Aemstbong,  Henry  Geoboe,  Medical  Officer  Wellington 
College  ;  Wellington  College,  Berks.     (C.) 

1901  Abmstbono,  John  T.,  109,  North  End  Eoad,  West  Ken- 
sington, W. 

h 
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Ehcted 

O.M.  AsHBY,  Henry,  M.D.,  Physician  Manchester  Greneral 
Hospital  for  Children  ;  Lecturer  on  Diseases  of  Chil- 
dren, Owens  College ;  13,  St.  John  Street,  Man- 
chester.    (C.) 

O.M.  Barnardo,  Thomas  John,  18,  Stepney  Causeway, 
London,  E. 

1900  Barr,  James,  M.D.,  Physician  Royal  Infirmary,  Liver- 

pool ;  72,  Rodney  Street,  Liverpool. 

1901  Battams,  J.  Scott,  123,  Lavender  Hill,  S.W. 

O.M.  Beach,  Fletcher,  M.B.,  Physician  West  End  Hospital 
for  Diseases  of  the  Nervous  System ;  Winchester 
House,  Kingston  Hill,  Surrey.     (C.) 

1901  Beddard,  Arthur  Philip,  M.D.,  Senior  Asst.  Physician 
and  Pathologist  West  London  Hospital ;  44,  Sevmour 
Street,  W. 

1900  Blagg,  Arthur  F.,  M.D.,  Physician  Orthopaedic  Hospital 
for  Children,  Bristol ;  28,  Caledonia  Place,  Clifton, 
Bristol. 

O.M.  Bluck,  Walter  Cardy,  M.B.,  Byford  House,  York 
Road,  Southend-on-Sea. 

O.M.  Blumfeld,  Joseph,  M.D.,  Anaesthetist  St.  G-eorge's 
Hospital ;  Sloane  Terrace  Mansions,  S.W. 

1900  Bolus,  Harry  Boulcott,  M.B.,  Haddon,   Beckenham, 

Kent. 

O.M.     Boyd-Wallis,  Albert  W.,  Brentwood,  Essex. 

O.M.     Brightman,  Frank,  Aspley  House,  Broadstairs,  Kent. 

1901  Brown,   John    Henry,    M.D.,    14,   Burngreave    Road, 

Sheffield. 

O.M.     Browne,  Hablot  J.  M.,  M.B.,  Hoylake,  Cheshire. 

1901  Bryant,  John  Henry,  M.D.,  Asst.  Physician  Guy's 
Hospital ;  8,  Mansfield  Street,  W. 

1901     Burgess,  William  Milner,  43,  Nicoll  Road,  Harlesden, 

N.W. 

O.M.  BuRGHARD,  Fred  Francois,  M.S.,  Surgeon  King's 
College  Hospital  and  Paddington  Green  Children's 
Hospital ;  86,  Harley  Street,  W. 

1901  Burt,  Albert  Hamilton,  34,  Montpelier  Road, 
Brighton. 

O.M.  Burton,  Charles  George,  97,  Chatswood  Road,  Clap- 
ton, N.E. 
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Elected 

1901  Campbell,  Egbert,  M.B.,  Senior  Surgeon  Belfast  Hos- 
pital for  Sick  Children;  63,  Great  Victoria  Street, 
Belfast. 

O.M.  Carmichael,  James,  M.D.,  Consulting  Physician  Royal 
Edinburgh  Hospital  for  Sick  Children ;  22,  North- 
umberland Street,  Edinburgh.     (C.) 

O.M.  Carpenter,  George,  M.D  ,  Physician  Eyelina  Hospital 
for  Sick  Children  ;  12,  Welbeck  Street,  W.  (C.  1900- 
1901)  (S.) 

O.M.  Carre-Smith,  Herbert  L.,  74,  Holland  Park  Avenue, 
Holland  Park,  ^X. 

1900  Cathcabt,  George  C,  M.B.,  35,  Harley  Street,  W. 

O.M.  Cautley,  Edmund,  M.D.,  Physician  Belo^rave  Hospital 
for  Children  :  Asst.  Physician  Metropolitan  Hospital ; 
15,  Upper  Brook  Street,  W.     (C.)* 

O.M.  Chaffey,  Wayland  C,  M.D.,  Physician  Royal  Alex- 
andra Hospital  for  Children,  Brighton ;  18,  Palmeira 
Square,  Hove,  Sussex.     (C.) 

1901  Chaldecott,  John  Henry,  Anaesthetist  St.  John's  Hos- 

pital for   Diseases  of  the  Skin ;    2,  Lancaster  Road, 
Hampstead,  N.W. 

O.M.  Chap3Ian,  Charles  William,  M.D.,  Physician  Hospital 
for  Diseases  of  Heart,  Soho  Square;  21,  Weymouth 
Street,  W. 

1901  Cheyne,  William  Watson,  CM.,  F.R.S ,  Surgeon 
King's  College  Hospital,  and  Paddington  Green 
Children's  Hospital ;  75,  Harley  Street,  W.     (C.) 

O.M.    Chubb,  William  L.,  M.D.,  Darenth  House,  Sandgate. 

O.M.  Clarke,  Ernest,  M.D.,  Surgeon  Central  London  Oph- 
thalmic Hosjjital ;  Ophthalmic  Surgeon  Miller  Hospital ; 
3,  Chandos  Street,  Cavendish  Square,  W. 

O.M.  Clarke,  James  Jackson,  M.B.,  Surgeon  Out-patients 
City  Orthop.  and  North- West  London  Hospitals ;  18, 
Portland  Place,  W. 

1901  CooHLAN,  Edward  Francis,  Evelina  Hospital  for  Siek 
CTiildren. 

1901  Collier,  Mark  Puecell  Mayo,  M.S.,  Senior  Asst. 
Surgeon  North- West  London  Hospital ;  Consulting 
Surgeon  National  Ho8j)ital  for  Diseases  of  Nervous 
System;  133,  Harley  Street,  W. 


XX 

Elected 

1901  CooMBE,  Charles  F.,  Surgeon  Children's  Hospital, 
Sheffield  ;  459,  Crookes  Moor  Eoad,  Sheffield. 

1901     Corner,  Harry,  M.D.,  Brook  House,  Southgate,  N. 

1901     Cox,  Joshua  J.,  M.D.,  38,  Deansgate,  Manchester. 

1901  Crossley,  Leonard,  M.B.,  Beechwood,  Arnside,  Carn- 
forth,  Lancashire. 

O.M.  Cummins,  William  Edward  Ashley,  M.D.,  Surgeon 
County  and  City  of  Cork  Hospital  for  Women  and 
Children  ;  17,  St.  Patrick's  Place,  Cork. 

1901  Dawnay,  Archibald  Hugh  Payan,  Anaesthetist  Eoyal 
Orthop.  Hospital ;  48,  St.  Mary  Abbots  Terrace,  Ken- 
sington, W. 

O.M.    Deas,  Frank,  Thorndale,  Merton  Park,  S.W, 

O.M.  Dent,  Clinton  T.,  M.C,  Surgeon  St.  G-eorge's  Hospital 
and  Belgrave  Hospital  for  Children;  61,  Brook 
Street,  W. 

1901  Dixon,  E.  Halstead,  M.B.,  3,  Florence  Terrace,  Ealing 
Common,  W. 

O.M.  DocKRELL,  Morgan,  M.D.,  Physician  St.  John's  Hos- 
pital for  Diseases  of  Skin  ;  9,  Cavendish  Square,  W. 

1901  DoDD,  Arthur  Herbert,  49,  Church  Eoad,  Hove, 
Sussex. 

O.M.  DowNEs,  Arthur,  M.D.,  Local  G-overnment  Board 
Inspector ;  46,  Gordon  Square,  W.C.    (C.  1900-1901.) 

O.M.  Drew,  Douglas,  B.S.,  Surgeon  North-Eastern  Hospital 
for  Children,  and  Hospital  for  Women,  Soho  Square ; 
49,  Devonshire  Street,  W. 

1901  Dun,  Eobert  Craig,  M.B.,  Surgeon  Liverpool  Infirmary 
for  Children  ;  6,  Eodney  Street,  Liverpool. 

1901  Dunn,  W.  J.  Eobertson,  46,  Wellington  Terrace,  West 
Derby  Eoad,  Liverpool. 

1901  Edelsten,  Ernest  Alfred,  M.B.,  370,  Brixton  Eoad, 
S.W. 

O.M.  Edmunds,  Walter,  M.C,  Surgeon  Out-patients  Evelina 
Hospital  for  Sick  Children  ;  Surgeon  Tottenham  Hos- 
pital ;  2,  Devonshire  Place,  W.     (C.) 

O.M.  Elliott,  Christopher,  M.D.,  Senior  Physician  Bristol 
Hospital  for  Women  and  Children ;  88,  Pembroke 
Eoad,  Clifton,  Bristol. 


XXI 

Elected 

1901  Ellis,  W.  McBonogh,  M.B.,  Asst.  Physician  Hospital 
for  Women,  Bath  :  Cedar  Lodge,  Bath. 

1901  Evans,  J.  Howell,  M.B.,  28,  Davies  Street,  Berkeley 
Square,  W. 

CM.  EwART,  William,  M.D.,  Senior  Physician  St.  George's 
Hospital  and  Belgrave  Hospital  for  Children;  33, 
Curzon  Sti*eet,  Mayfair,  W. 

CM.  Fenwick,  William  Soltatj,  M.D.,  Senior  Physician 
London  Temperance  Hospital  and  Physician  Evelina 
Hospital  for  Sick  Children :  8,  Devonshire  Street,  W. 

1901  FiSHEB,  H.,  Wycliffe.  Rathescar,  Greenbank  Drive, 
Sefton  Park,  Liverpool. 

CM.  Fisher,  Theodore,  M.D.,  Pathologist  Bristol  Royal 
Infirmar}',  and  Physician  Out-patients  Bristol  Hos- 
pital for'Sick  Children  ;  Harley  Lodge,  Clifton  Down, 
Bristol.     (C.  1900-1901.)     (S.) 

1901  Flower,  George  John  William,  Hendford,  Yeovil, 
Somerset. 

1901  FoRSTEB,  Henry  John,  119,  Victoria  Road,  Romford, 
Essex. 

CM.  Fowler,  James  Kingston,  M.D.,  Physician  and  Lec- 
turer on  Practice  of  Medicine,  Middlesex  Hospital ;  35, 
Clarges  Street,  Mayfair,  W. 

O.M.  Fox,  T.  CoLcoTT,  M.B.,  Physician  for  Diseases  of  Skin, 
Westminster  Hospital,  and  Paddington  Green  Hos- 
pital for  Children  ;  14,  Harley  Street,  W. 

1901  Freeland,  Ernest  Harding,  Surgeon  St.* George's  and 
St.  James's  General  Dispensary ;  22,  Beaumont  Street, 
Portland  Place,  W. 

1901  Frost,  Edmund,  M.B.,  Chesterfield.  Chesterfield  Road, 
EastlKjume.  (•) 

O.M.  Fuller,  Andrew,  Local  Government  Board  Inspector ; 
Oatlands  Nfx>k,  Wey bridge,  Surrey. 

1901  George,  Alfred  Walter,  M.D.,  Surrey  House,  Shoot- 
up  Hill,  N.W. 

1900  Gekvis,  F.  Harcoubt,  M.D.,  2,  Lyncroft  Mansions, 
We«t  Hampstead,  N.W. 

O.M.    GiFFABD,  Hbnrt  Edwabd,  Denham  House,  Egham. 

O.M.  Giles,  Leonard  Thomason,  13,  Valley  Bridge  Parade, 
Scarborough. 


XXII 

Elected 

O.M.  Godson,  Clement,  M.D.,  Consulting  Physician  City  of 
London  Lying-in  Hospital ;  82,  Brook  Street,  W. 

1901  Gordon,  H.  Laing,  M.D.,  1,  Honor  Oak  Eoad,  Forest 
Hill,  S.E. 

1901  Grant,  J.  Dundas,  CM.,  Surgeon  Central  London 
Throat  and  Ear  Hosj^ital ;  18,  Cavendish  Square,  W. 

O.M.  Gray,  Alexander  C.  E.,  M.D.,  1,  Elm  Park  Gardens, 
South  Kensington,  W. 

O.M.  Guthrie,  Leonard  George,  M.D.,  Physician  Hospital 
for  Epilepsy  and  Paralysis,  Eegent's  Park ;  Asst. 
Physician  North- West  London  Hospital ;  Senior  Phy- 
sician Paddington  Green  Children's  Hospital ;  15, 
Upper  Berkeley  Street,  W.     (C.) 

O.M.  GwYNNE,  Charles  Nelson,  M.Ch.,  Surgeon  Children's 
Hospital,  Sheffield  ;  Highfield  House,  Sheffield. 

O.M.  Hawken,  Giles  Lockwood  Lang,  Surgeon  St.  John's 
College,  Hurstpierpoint ;  Hurstpier point,  Sussex. 

1901  Hawthorne,  Charles  Oliver,  M.D.,  Physician  Central 
London  Ophthalmic  Hospital ;  Asst.  Physician  Royal 
Hospital  for  Children  and  Women ;  28,  Weymouth 
Street,  W. 

1901  Hayes,  Thomas  C,  M.D.,  Professor  of  Obstetric  Medi- 
cine and  Diseases  of  Women,  King's  College  Hospital ; 
17,  Clarges  Street,  Mayfair,  W. 

1901  Heywood,  Charles  Christopher,  M.B.,  Irlams-o'-th'- 
Height,  Salford,  near  Manchester. 

1901  HoBHOUSE,  Edmund,  M.D.,  Asst.  Physician  Sussex 
County  Hospital,  Brighton;  36,  Brunswick  Place, 
Hove. 

1901  Hopkinson,  Albert,  M.B.,  2,  Parsonage  Eoad,  Withing- 
ton,  Manchester. 

1900  Houghton,  Philip,  Lindfield,  Sussex. 

1901  Hutchison,    Egbert,    M.D.,    Asst.    Physician   London 

Hospital,   and    Hospital    for    Sick    Children,    Great 
Ormond  Street ;  Toynbee  Hall,  E.     (C.) 

O.M.  HuTTON,  David  Mount,  M.D.,  75,  Hogliton  Street, 
Southport. 

O.M.  HuTTON,  Henry  Eichmond,  M.B.,  Physician  Man- 
chester General  Hospital  for  Children ;  16,  St.  John 
Street,  Manchester. 
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meded 

1901     Huxley,  Henry,  89,  Leiuster  Gardens,  Hvde  Park,  W. 

O.M.  Jaffrey,  Francis,  Asst.  Surgeon  St.  George's  Hospital ; 
Surgeon  Out-patients  Belgrave  Hospital  for  Children ; 
33,  Nottingham  Place,  W.     (C.) 

1901     James,  Charles  Alfred,  49,  Stamford  Hill,  N. 

O.M.  Jessop,  Walter  Hamilton  Hylton,  M.B.,  Ophthalmic 
Surgeon,  St.  Bartholomew's  Hospital ;  73,  Harlev 
Street,  W. 

1901  Jones,  E.  White,  CM.,  Surgeon  to  Longton  Hospital ; 
Chaplin  House,  Longton,  Staffordshire. 

O.M.  Jones,  Robert,  Surgeon  Royal  Southern  Hospital,  Liver- 
pool;  11,  Nelson  Street,  Liverpool.     (C.) 

O.M.  Kendal,  Herbert  William,  Surgeon  Hospital  for  Sick 
Children  and  Women,  Bristol ;  1,  Burlington  Road, 
Redland  Park,  Bristol. 

1901  Kirk,  T.  Sinclair,  B.Ch.,  Surgeon  Belfast  Children's 
Hospital ;  and  Asst.  Surgeon  Roval  Hospital,  Belfast ; 
19,  Great  Victoria  Street,  Belfast. 

O.M.  Knapton,  George,  Craven  House,  Moss  Lane,  Man- 
chester. 

O.M.  Lack,  Harry  Lambert,  M.D.,  Surgeon  Ear  and  Throat 
Department,  Children's  Hospital,  Paddington  Green ; 
Surgeon  Throat  Hospital,  Golden  Square ;  48,  Harley 
Street,  W. 

1901  Lacy,  Alexander  Gairdner,  Saumarez,  Sunninghill, 
Ascot,  Berks. 

1901  Lake,  Richard,  Surgeon  Roval  Ear  Hospital;  19, 
Harley  Street,  W. 

O.M.  Lambert,  Sydney  H.  A.,  M.B.,  Gothic  House,  Harrow- 
on-the-Hill. 

1901     Lanodon-Down,  Percival  L.,  M.B.,  81,  Harley  Street.  W. 

1900  Lanodon-Down,  Reginald  Lanodon,  M.B.,  81,  Harley 
Street,  W. 

O.M.    Lankesteb,  Alfred  Owen,  5,  Upi>er  Wimj>ole  Street,  W. 

O.M.  Lawson,  Arnold,  M.D.,  Asst.  Surgeon  Royal  London 
Ophthalmic  Hospital ;  and  Ophthalmic  Surgeon  Chil- 
dren's Hospital,  Paddington  Green  ;  12,  Harley  Street, 
W. 

O.M.  Lbb,  Philip  Geoboe,  Surgeon  Women  and  Children's 
Hospital,  Cork  ;  25,  St.  Patrick's  Hill,  Cork. 


XXIV 

Elected 

O.M.  Lees,  David  Bridge,  M.D.,  Physician  St.  Mary's  Hos- 
pital, and  Senior  Physician  Hospital  for  Children, 
Great  Ormond  Street ;  22,  Weymouth  Street,  W.  (C. 
1900-1901.) 

1901  Levy,  Alfred  Goodman,  M.D.,  Physician  Farringdon 
General  Dispensary ;  16,  York  Place,  Portman  Square, 
W. 

O.M.    Lewis,  Percy  G.,  M.D.,  Folkestone,  Kent. 

O.M.  Lister,  Thomas  David,  M.D.,  Eegistrar  and  Pathologist 
East  London  Hospital  for  Children;  95,  Wimpole 
Street,  W. 

O.M.  Lucas,  E.  Clement,  B.S.,  Surgeon  and  Lecturer  on 
Surgery  Guy's  Hospital ;  Consulting  Surgeon  Evelina 
Hospital  for  Sick  Children ;  50,  Wimpole  Street,  W. 
(T.)  (*) 

1901  McCaskie,  Norman  James,  12,  Sydney  Place,  Onslow 
Square,  S.W. 

O.M.  McCaw,  John,  M.D.,  Physician  Belfast  Hospital  for 
Children  ;  78,  Dublin  Eoad,  Belfast.     (C.) 

O.M.    McKenzie,  Dan,  M.D.,  Holly  Lodge,  Leytonstone. 

O.M.  McKerron,  Egbert  Gordon,  M.D.,  Senior  Physician, 
Children's  Hospital,  Aberdeen;  1,  Albyn  Place,  Aber- 
deen. 

1901  McNab,  Alexander  Anderson,  M.B.,  15,  Wesley 
Eoad,  Armley,  Leeds. 

1900  Macalister,  Charles  John,  M.D.,  Physician  Liverpool 

Eoyal  Southern  Hospital ;  35,  Eodney  Street,  Liver- 
pool.    (C.) 

1901  Macgregor,     Alexander,     M.D.,     Physician     North 

London  Hospital   for   Consumption   and  Diseases    of 
the  Chest ;  8,  Queen  Street,  Berkeley  Square,  W. 

1901  Mackintosh,  John  Stewart,  St.  Ive,  Piatt's  Lane, 
Hampstead,  N.W. 

1901  Mackintosh,  William  Alexander,  M.B.,  3,  Park 
Terrace,  Stirling. 

1901  Maitland,  Alfred  Derwent,  1,  Gloucester  Villas, 
Hanwell,  W. 

1901  Makins,  George  Henry,  Surgeon  St.  Thomas's  Hos- 
pital ;  Consulting  Surgeon  Evelina  Hospital  for  Sick 
Children  ;  44,  Brook  Street,  W. 


1901     Noble,  Frank  S.,  M.D.,  1 ,  Montpelier  Terrace,  Brighton. 
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CM.  Malcolm,  John  D.,  CM.,  Surgeon  Samaritan  Free 
Hospital ;  13,  Portmau  Street,  Portman  Square,  W. 

CM.  Marshall,  C  Devereux,  Asst.  Surgeon  Royal  London 
Ophthalmic  Hospital :  and  Ophthalmic  Surgeon  Vic- 
toria Hospital  for  Children,  Chelsea;  112,  Harley 
Street,  W. 

O.M.  Marshall,  Lewis  AV.,  M.D.,  Surgeon  Children's  Hos- 
pital, Nottins^ham :  42,  The  Ropewalk,  Nottingham. 
(C) 

1900  May,  W.  Page,  M.D.,  9,  Manchester  Square,  W. 

O.M.  MiLBURN,  Charles  Henry,  M.S.,  Surgeon  Victoria 
Hospital  for  Children,  Hull ;  158,  Anlaby  Road,  Hull. 

1901  Milne,  Robert,  M.D.,  32,  Bow  Road,  E. 

O.M.  MoLiNE,  Paul,  F.,  M.B.,  Anaesthetist  Victoria  Hospital 
for  Children,  Chelsea ;  42,  Walton  Street,  Chelsea, 
S.W. 

1901  MoNSARRAT,  Keith  Waldegrave,  CM.,  Asst.  Surgeon 
Children's  Infirmary,  Liverpool ;  11,  Rodney  Street, 
Liverpool. 

1901  Morgan,  Cecil  Augustus,  M.B.,  6,  Somerset  Place, 
Portman  Square,  W. 

1901  MoRisoN,  Alexander,  M.D.,  Physician  Out-patients 
Great  Northern  Central  Hospital,  and  Children's  Hos- 
pital, Paddington  Green ;  14,  Upper  Berkeley  Street,  W. 

1901  Morton,  John  Leyden,  M.D.,  15,  Gieville  Road,  Kilbum 
Priory,  N.W. 

1901     Morton,  Samuel  Ernest,  72,  Bumgreave  Road,  Sheffield. 

O.M.  Mossop,  Isaac,  Surgeon  Bradford  Children's  Hospital ; 
Victor  Lodge,  Mann  Ingham,  Bradford. 

1901  MuNRO,  Henry  Acland,  M.B.,  Lulworth,  Rushey  Green, 
Catford,  S.E. 

1901  MuRTz,  Anton  Peter,  Clareville,  48,  Queen's  Road, 
Finsbury  Park,  N. 

1901  Nababbo,  David  N.,  M.D.,  Pathologist  Evelina  Hospital 
for  Sick  Children  ;  71,  Grosvenor  Road,  Highbury,  N. 

1901  Nash,  W.  Giffobd,  Surgeon  Bedford  County  Hospital ; 
Clavering  House,  Bedford. 

1901     Nisbet,  J.  Tawse,  M.D.,  7,  Croxteth  Road,  Liverpool. 
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1901  Oldmeadow,  Lloyd,  J.  H.,  M.D.,  15,  Half  Moon  Street, 
Piccadilly,  W. 

1901     Oliver,  John  W.,  M.D.,  Hackney  Infirmary. 

1901  Oppenheimer,  Heinrich,  M.D.,  63,  Finsbury  Pavement, 
E.G. 

1901  Palmer,  Frederick  S.,  M.D.,  7,  Grordon  Place,  Grordon 
Square,  W.C. 

1901     Pare,  John  William,  CM.,  64,  Brook  Street,  W. 

O.M.  Parkinson,  J.  Porter,  M.D.,  Physician  London  Tem^^e- 
rance  Hospital,  and  Physician  Out-patients  North- 
Eastern  Hospital  for  Children ;  57,  Wimpole  Street,  W, 

1901  Parry,  Leonard  Arthur,  M.D.,  61,  Church  Eoad,  West 
Brighton. 

1901  Paterson,  Alexander  Gordon,  M.D.,  South  Lodge, 
Ascot,  Berks. 

1901  Pendlebury,  Herbert  S.,  B.C.,  Asst.  Surgeon  St. 
George's  Hospital ;  44,  Brook  Street,  W. 

O.M.  Penrose,  Frank,  M.D.,  Physician  St.  George's  Hospital 
and  Hospital  for  Children,  Great  Ormond  Street ;  84, 
Wimpole  Street,  W.  (*)' 

1901  Pernet,  George,  Pathologist  Hospital  for  Diseases  of 
Skin,  Blackfriars  ;  77,  Upper  Gloucester  Place,  N.W. 

1901  Perry,  S.  Herbert,  M.B.,  54,  Newhall  Street,  Bir- 
mingham. 

O.M.  Peskett,  a.  W.  Chalmers,  M.B.,  Medical  Officer  Not- 
tingham Children's  Hospital ;  15,  The  Eopewalk, 
Nottingham. 

1901  Poland,  John,  Senior  Surgeon  Miller  Hospital,  Green- 
wich ;  Surgeon  City  Orthopaedic  Hospital ;  2,  Mansfield 
Street,  W. 

1901  Potts,  William  A.,  M.D.,  160,  Hagley  Eoad,  Birming- 
ham. 

O.M.  Power,  d'Arcy,  M.B.,  Asst.  Surgeon  St.  Bartholomew's 
Hospital,  and  Surgeon  Victoria  Hospital  for  Children, 
Chelsea ;  10a,  Chandos  Street,  Cavendish  Square,  W. 
(C.  1900-1901.) 

O.M.    Prangley,  Henry  J.,  Tudor  House,  Anerley,  S.E.  (*) 
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1901  Pritchard,  George  Eric  Campbell,  M.B.,  14,  Crom- 
well Place,  South  Kensington,  S.W. 

1901  Kay,  John  Howson,  Ch.M.,  Asst.  Surgeon.  Salford  Eoyal 
Hospital ;  22,  St.  John  Street,  Manchester. 

1901  Eayner,  Henry,  M.D.,  Physician  Mental  Diseases,  St. 
Thomas's  Hospital ;  16,  Queen  Anne  Street,  W. 

1901  Rendle,  Arthur  Bowen,  M.B.,  43,  Albion  Street,  Hvde 
Park,  W. 

1901  Reeves,  Henry  A.,  Surgeon  Hospital  for  Women  and 
Roval  Orthopaedic  Hospital;  70a, Grosvenor Street,  W. 

1901     Rhodes,  John  Milson,  M.D.,  Didsbury. 

CM.  Roberts,  David  Lloyd,  M.D.,  Consulting  Obstetric 
Physician  Manchester  Royal  Infirmary  ;  11,  St.  John 
Street,  Manchester. 

O.M.     Robinson,    Henry    Betham,    M.S.,   Asst.    Surgeon  St. 

Thomas's   Hospital,  and  Surgeon   East  London  Hos- 

•  pital  for  Children  ;  1,  Upper  Wimpole  Street,  W.     (C.) 

O.M.  Rogers,  Bertram  M.  H.,  M.D.,  Pathologist  and  Phy- 
sician Hospital  Sick  Children,  Bristol,  11,  York  Place,. 
Clifton,  Bristol. 

O.M.  Rolleston,  Humphrey  Davy,  M.D.,  Physician  St. 
George's  Hospital,  and  Physician  Out-patients  Vic- 
toria Hospital  for  Children ;  55,  Upper  Brook  Street, 
W.     (C.  1900-1901.) 

1901  Rose,  Samuel  Frank,  Asst.  Surgeon  National  Dental 
Hospital ;  Dental  Surgeon,  North-Eastern  Hospital 
for  Children  ;  59,  Queen  Anne  Street,  W. 

O.M.  Roth,  Bernard,  Orthopaedic  Surgeon  Royal  Alexander 
Ho8j)ital  for  Children,  Brighton ;  38,  Harley  Street,  W. 

1901  Rowland,  Percy  W.,  M.B.,  Royal  Sea-bathing  Hos- 
pital, Margate. 

O.M.  Ruoo,  George  L.,  106,  Knight's  Hill  Road,  West 
Norwood,  S.E. 

■  1901     Rumboll,  Sydney,  Cavendish  House,  Leeds. 

O.M.  Sansom,  a.  Ernest,  M.D.,  Physician  London  Hospital, 
and  Consulting  Physician  North-Eastern  Hospital  for 
Children;  84,  Harley  Street,  W.  (Chairman  of 
Council.)  (*) 

O.M.    Sansom,  Hbnrt  Arthur,  M.D.,  127,  West  End  Laue^ 

N.W. 
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CM.  Sequeira,  James  H.,  M.D,,  Physician  North-Eastern 
Hospital  for  Children  ;  13,  Welbeck  Street,  W. 

1901  Shackleton,  William  Webb,  M.B.,  Grove  House, 
Bushey,  Herts. 

O.M.  Shelly,  Charles  Edward,  M.D.,  Consulting  Medical 
Officer,  Haileybury  College,  Hertford,  Herts. 

O.M.  Shuttleworth,  George  E.,  M.D.,  Ancaster  House, 
Eichmond  Hill,  Surrey. 

1901  Sims,  F.  Manley,  Physician  to  H.E.H.  the  Duke  of 
Cambridge  ;  12,  Hertford  Street,  W. 

1901  SiMsoN,  Henry  J.  Forbes,  59,  Davies  Street,  Berkeley 
Square,  W. 

1901  Skelding,  Henry,  B.C.,  Surgeon  Bedford  County  Hos- 
pital ;  St.  Loyes,  Bedford. 

1901  Smith,  Frederick  John,  M.D.,  Senior  Asst.  Physician 
London  Hospital ;  188,  Harley  Street,  W.  (*) 

1901  Smith,  Guy  Bellingham,  B.S.,  Surgeon  Surrey  Dis- 
pensary ;  21,  St.  Thomas's  Street,  S.E. 

1901  Smith,  Travers,  EM.,  M.B.,  18,  Kilburn  Park  Eoad, 
N.W.  (*) 

1901  Smith,  Sidney  B.,  M.B.,  Physician  Hospital  for  Sick 
Children,  Belfast;  Ulsterville  House,  Lisburn  Eoad, 
Belfast. 

O.M.    Snape,  Ernest,  M.D.,  41,  Welbeck  Street,  W. 

1901  Snell,  Simeon,  Ophthalmic  Surgeon  Sheffield  General 
Infirmary  ;  70,  Han  over  Street,  Sheffield. 

1901     Soper,  William,  807,  Clapham  Eoad. 

O.M.  Spokes,  P.  Sidney,  Dental  Surgeon  University  College 
Hospital ;  4,  Portland  Place,  W. 

O.M.  Staunton,  Michael  Cornelius,  M.D.,  Visiting  Surgeon 
Children's  Hospital,  Dublin;  22,  North  Frederick 
Street,  Dublin. 

1901     Staveley,  William  H.  C,  18,  South  Eaton  Place,  S.W. 

1901  Steward,  Francis  James,  M.S.,  Asst.  Surgeon  Hospital 
for  Sick  Children,  Great  Ormond  Street;  24,  St. 
Thomas's  Street,  S.E. 

O.M.  Stewart,  Hugh  M.,  M.D.,  Walton  House,  Lordship 
Lane,  S.E. 
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O.M.    Stephenson,  Sydney,  CM.,  Ophthalmic  Surgeon  Evelina. 

aud   North-Eastern  Hospitals  for  Children,  London  ; 

33,  Welbeck  Street,  W.     (S.) 

O.M.  Stiles,  Harold  J.,  CM.,  Surgeon  Roval  Edinburgh 
Hospital  for  Sick  Children  :  8,  St.  Coluie  Street,  Edin> 
burgh.     (C.  1900-1901.) 

1900  Street,  Alfred  Francis,  M.D.,  Burghfield,  St.  Mildred's. 

Road,  Westgate-on-Sea. 

O.M.  Summerhill,  Thomas  Henry.  Surgeon  Alexandra  Chil- 
dren's Hospital,  Rhyl ;  Bodfor,  Rhyl,  Flintshire. 

O.M.  Sunderland,  Septimus  P.,  M.D.,  Physician  Royal  Hos- 
pital for  Children  and  Women,  London ;  11,  Cavendish 
Place,  W. 

O.M.  Sutherland,  George  A.,  M.D.,  Physician  Paddington 
Grreen  Children's  Hospital :  Asst.  Physician  North- 
West  London  Hospital ;  73,  Wimpole  Street,  W.    (C.) 

1901  Swan,   Russell   H.  J.,   MB.,   8,   St.  Thomas's  Street, 

London  Bridge,  S.E. 

1901  SwANTON,  James  Hutchinson,  M.D.,  40,  Harley  Street, 
W. 

1901  Targett,  James  H.,  M.S.,  Asst.  Obstetric  Surgeon  Guy's 
Hospital ;  6,  St.  Tbomas's  Street,  S.E. 

1901  Taylor,  Frederick,  M.D.,  Senior  Physician  Guy's  Hos- 
pital ;  Consulting  Phvsician  Evelina  Hospital  for  Sick 
Children;  20,  Wimpole  Street,  W.   (*) 

O.M.  Taylor,  James,  M.D.,  Physician  National  Hospital 
Paralysed  and  Epileptic,  Queen  Square,  and  Physician 
North-Eastern  Hospital  for  Children;  49,  Welbeck 
Street,  W.     (C.) 

O.M.  Thomson,  StClair,  M.D.,  Physician  Throat  Hospital, 
Golden  Square,  and  Surgeon  Royal  Ear  Hospital ;  28» 
Queen  Anne  Street,  W. 

1901     Thorne,  W.  Bezly,  M.D.,  53,  Upper  Brook  Street,  W. 

1901     Thornely,  William,  M.B.,  60,  Heme  Hill,  S.E. 

O.M.  Tubby,  Alfred  H.,  M.S.,  Surgeon  Westminster  Hospital  ; 
Senior  Surgeon  Evelina  Hospital  for  Sick  Children  ; 
Surgeon  National  Orthopaedic  Hospital ;  25,  Wey- 
mouth Street,  W.    (C.) 

1901  Tubnbull,  George  Lindsay,  M.D.,  7Qt  Ladbroke  Grove^ 
W. 
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1901     Turner,  H.  Stanley,  16,  Oakley  Square,  S.W. 

CM.  Vacher,  Francis,  Consulting  Surgeon  Wirrell  Hospital 
for  Children  ;  Grlenmore,  Shrewsbury  Eoad,  Birkenhead. 

O.M.  VicARY,  William  H.,  Surgeon  Children's  Hospital,  New- 
castle-on-Tyne ;  52,  ELswick  Koad,  Newcastle-on-Tvne. 
(C.  1900-1901.) 

1901     Wallace,  Joseph  B.,  M.B.,  39,  Battersea  Else,  S.W. 

1901  Walsh,  David,  M.D.,  Physician  Western  Skin  Hospital; 
70a,  Grosvenor  Street,  W. 

1901  Waring,  John  Alfred,  M.B.,  21,  Derby  Eoad,  Notting- 
ham. 

1901  Weber,  F.  Parkes,  M.D,,  Physician  G-ennan  Hospital, 
Dalston ;  Asst.  Physician  North  London  Hospital  for 
Consumption ;  19,  Harley  Street,  W.   (*) 

1901  Welby,  Stanley,  M.B.,  27,  St.  Julian's  Farm  Eoad, 
West  Norwood. 

1901     Whait,  John  Egbert,  M.B.,  124,  Finchley  Eoad,  N.W. 

1901  Whipham,  Thomas  Eoland  C,  M.B.,  Medical  Eegistrar, 
St.  George's  Hospital ;  11,  Grosvenor  Street,  W. 

1901  Whjtelocke,  Eichard  H.  A.,  CM.,  Surgeon  Eadcliffe 
Iiifirmary,  Oxford  ;  6,  Banbury  Eoad,  Oxford. 

1901  Williams,  Chisholm,  Surgeon  Out-patients  City  Ortho- 
paedic Hospital ;  20,  Bedford  Square,  W.C 

O.M.  Williams,  Dawson,  M.D.,  Physician  East  London  Hos- 
pital for  Children;  2,  Wyndham  Place,  Bryanston 
Square,  W.     (C)   (*) 

CM.  Williams,  Edward  Cecil,  M.B.,  Physician  Out-patients 
Bristol  Eoyal  Hospital  for  Sick  Children;  9,  Whatly 
Eoad,  Clifton,  Bristol. 

CM.  Willey,  Charles  H.,  CM.,  Surgeon  Sheffield  Children's 
Hospital;  Wostenholm  Eoad,  Sharrow,  Sheffield.  (S. 
1900-1901.) 

CM.  WiLKS,  Joseph  Henry,  B.C.,  Surgeon  Children's  Hos- 
pital, Sheffield;  Fairfield,  Sharrow,  Sheffield. 

1901  Wills,  William  Alfred,  M.D.,  Asst.  Physician  West- 
minster Hospital ;  Physician  North-Eastern  Hospital 
for  Children ;  29,  Lower  Seymour  Street,  W. 

O.M.    Wilson,  Kemlo  E.  M.,  M.D.,  Hanwell,  W. 
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1901     Woods,   John  Francis,  M.D.,  Medical  Superintendent 
Hoxton  House  Asylum,  N.  ;  29,  Queen  Anne  Street,  W. 

1901     Worth,   Claud   A.,   Ophthalmic   Sura^n   West  Ham 
Hospital;  138,  Harley  Street,  W. 

1901     Wright,  Douglas,  229,  Camden  Road,  N. 

*#*  If  is  requested  thai  any  inaccuracy  in  the  foregoing  list 
may  be  notified  to  either  of  the  London  Honorary  Secretaries. 
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1.  A  CASE   m  WHICH  THE    RECTUM   TERMINATED^ 
IN  THE   VAGINA. 

By  R.  clement  LUCAS,  B.S. 

A.  T — ,  a  female  infant  aged  6  months,  was  admitted  into 
Guy's  Hospital  on  October  the  1st,  1900,  on  account  of  a 
deformity  caused  by  an  imperforate  anus,  and  the  ending 
of  the  rectum  in  the  posterior  part  of  the  vagina. 

The  infant  was  the  third  child  of  healthy  parents,  and 
no  deformity  of  any  kind  had  occurred  in  any  other 
member  of  the  family.  The  defect  was  not  detected  until 
the  child  was  four  months  old.  On  a  careful  examination 
being  made  under  chloroform,  it  was  found  that  the 
aperture  by  which  the  faeces  escaped  was  about  the  size 
of  a  crow's  quill,  and  that  its  position  was  between  the 
hymen  and  the  fourchette,  on  the  posterior  aspect  of  the 
orifice  of  the  vagina. 

There  was  no  depression  to  indicate  the  normal  site  of 
the  anus.  A  probe  passed  into  the  aperture  could  be 
carried  back  about  three  quarters  of  an  inch  over  the 
normal  site  of  the  anus. 

Mr.  Lucas  proposed  first  to  establish  a  permanent  anus 
in   the  normal    sito   by  cutting  down   on   the  end  of  the 
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rectum,  and  stitching  the  mucous  membrane  to  the  edges  of 
tlie  wound.  Subsequently  he  hoped  to  close  the  vaginal 
aperture  by  means  of  a  plastic  operation. 

The  explanation  of  this  condition  probably  is  that  the 
proctodseum,  or  anal  invagination  of  the  epiblast  intended 
to  form  the  cloaca,  missed  the  hind-gut  or  rectum,  and 
reached  only  the  urogenital  ducts,  and  that  subsequently 
the  rectum  burst  through  the  point  of  least  resistance  into 
the  vagina. 

A  water-colour  drawing  of  the  deformity  was  shown  as 
well  as  the  infant.  {Exhibited  October  the  19th,  1900.) 

Discussion. 

Mr.  Tubby  said  he  had  had  a  similar  case  under  his  care  at 
the  Evelina  Hospital  for  some  months  past,  upon  which  he  had 
operated  twice.  At  the  first  operation  he  passed  a  probe  through 
the  vaccinal  opening  into  the  rectum  at  its  termination,  cut  down 
into  the  rectum  from  the  skin,  and  attempted  to  draw  down  the 
mucous  membrane  and  fix  it.  He  believed  he  did  not  draw 
down  enough  to  fix  it  efficiently,  and  contraction  and  partial 
closure  took  place.  At  the  second  operation  he  drew  down  a 
good  deal  of  mucous  membrane,  with  a  successful  result.  Very 
little,  if  any,  faeces  passed  per  vaginam  and  there  was  a  good 
passage  at  the  normal  spot,  and  evidence  of  efficient  sphincteric 
action.  The  child  was  a  year  old.  He  had  not  yet  done  the 
plastic  operation  to  close  the  recto-vaginal  fistula. 

Mr.  Clement  Lucas,  in  reply,  said  Mr.  Tubby  had  evidently 
carried  out  in  his  case  the  procedure  he  (Mr.  Lucas)  had  just  out- 
lined as  his  intention.  His  object  would  be  to  get  the  mucous 
membrane  down,  and  he  hoped  to  find  a  perfect  sphincter  there. 
The  mucous  membrane  being  carried  down  and  fixed  to  the 
margin  of  the  skin,  he  imagined  that  perfect  sphincteric  action 
would  follow,  and  there  would  only  remain  the  closure  of  the 
small  aperture  in  the  vagina. 

Sequel. 
When  the  case  was  shown  before  the  Society  Mr.  Lucas 
stated  that  it  was  his  intention  to  operate  for  the  formation 
of  an  anus  in  the  normal  position,  and  subsequently  to 
close  the  communication  with  the  vagina.  On  October 
the  23rd,  1900,  the  operation  was  performed  as  follows  : — A 
bulbous  bladder  sound  was  introduced  through  the  aper- 
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ture  in  the  vagina  and  made  to  project  towards  the 
perin^eum.  An  incision  one  inch  in  length,  commencing 
three  quarters  of  an  inch  behind  the  vulva,  was  next  made 
over  the  projecting  sound.  Distinct  sphincteric  fibres  were 
met  with  in  dissecting  down.  These  were  separated  to 
the  sides,  when  the  end  of  the  rectum  appeared  as  a  white 
body.  The  coats  of  the  rectum  having  been  divided,  the 
sound  projected  through.  The  aperture  was  enlarged 
sufficiently  to  admit  the  forefinger.  Great  care  was  then 
taken  to  get  hold  of  the  mucous  membrane  of  the  rectum 
and  bring  it  down  to  the  edge  of  the  skin.  A  series  of 
salmon-gut  sutures  were  put  in  through  the  skin,  the  coats 
of  the  bowel,  and  the  mucous  membrane.  Three  of  these 
sutures  w^ere  used  on  either  side,  and  a  triangular  suture 
to  bring  the  mucous  membrane  into  the  angles  of  the 
incision  at  either  end.  One  suture  was  used  to  close  the 
posterior  part  of  the  skin  incision.  No  rise  of  temperature 
followed  the  operation,  and  the  patient  progressed  well. 
To  keep  the  artificial  anus  dilated,  and  to  avoid  contraction, 
the  finger  was  passed  daily  for  three  months. 

On  February  the  20th,  1901,  the  patient  looked  strong 
and  healthy.  The  anus  keeps  well  patent  without  any  aid 
by  the  finger.  Only  occasionally  a  little  fluid  faeces  passes 
jier  vaginam. 

On  April  the  22nd,  1901,  the  child  was  examined  again, 
and  the  anus  found  to  be  acting  well.  A  distinct  sphincter 
could  be  felt  contracting  when  the  finger  was  introduced 
into  the  artificially  made  anus. 


2.  A  CASE  OF  MONGOLIAN   IMBECILITY. 

By  JAMES  TAYLOR,  M.D. 

De.  Tayloe  said  the  patient  was  a  boy  aged  5  years,  and 
was  an  example  of  what  had  been  described  as  Mongolian 
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imbecility  on  account  of  the  features  closely  resembling 
the  Mongolian  type.  The  child  had  a  short  head,  somewhat 
compressed  antero-posteriorly,  also  the  epicanthal  folds 
and  the  mental  peculiarities  usually  associated  with  this 
condition.  It  had  a  very  placid  temper,  and  this  had 
been  so  all  through  its  life.  The  child  had  much  more 
intelligence  than  was  usual  in  such  cases,  and  there  were 
none  of  the  deformities  in  the  limbs  which  were  often 
described.  In  a  paper  which  Dr.  George  Sutherland 
published  recently,  a  peculiar  deformity  of  the  small 
finger  was  described,  but  this  feature  was  not  present  in 
this  case.  The  patient,  however,  had  a  curious  power  of 
over-extension  of  the  fingers,  and,  indeed,  at  all  the  joints, 
so  that  they  could  almost  be  made  to  touch  the  back  of 
the  hand.  There  was  suggestive  evidence  that  there 
might  be  congenital  syphilis  as  the  cause  of  the  con- 
dition, as  was  suspected  in  many  other  such  cases.  The 
child  was  one  of  three  in  the  family  ;  the  next  oldest  was 
eleven  years,  and  two  had  died  between  the  patient  and 
the  older  child.  In  addition  there  were  two  miscarriages 
immediately  preceding  the  birth  of  the  present  child. 

{Exhibited  Octoher  the  19th,  1900.) 

Discussion. 

Dr.  Fletcher  Beach  said  his  reason  for  asking  Dr.  Taylor 
about  treatment  was  that  in  his  (Dr.  Beach's)  experience 
thyroid  extract  was  of  no  use  in  Mongolian  imbecility.  Some 
years  ago,  during  his  absence  from  hospital,  a  case  was  taken 
in  under  the  belief  that  it  was  one  of  cretinism.  When  he 
arrived  he  saw  that  it  was  a  case  of  Mongolian  imbecility. 
Thyroid  had  been  administered,  and  he  thought  he  would 
continue  it  to  see  the  result.  Five-grain  tabloids  were  given 
three  times  a  day  for  twelve  months,  but  there  was  not  the 
slightest  alteration.  It  was  interesting  to  know  that  there  was 
a  history  of  syphilis  in  Dr.  Taylor's  case.  His  own  experience 
was  that  syphilis  only  accounted  for  I  per  cent,  of  such  cases, 
so  that  if  syphilis  was  the  cause  here  it  was  very  interesting. 

Dr.  Shuttleworth  (Eichmond,  Surrey)  said  the  thyroid  treat- 
ment had  been  rather  extensively  tried  on  cases  of  Mongolian 
imbecility  at  the  Royal  Albert  Asylum,  Lancaster.  His  successor 
there,  Dr.  Telford  Smith,  treated  a  great  many  such  children  in 
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that  way,  and  about  5  per  cent,  of  the  children  in  that  institution 
were  of  that  type.  Though  it  was  found  to  impart  added  vivacity, 
the  effect  was  not  anything  like  so  marked  as  in  cases  of  cretinism. 
He  had  himself  continued  this  treatment  in  cases  of  Mongolian 
imbecility  for  six,  eight,  and  twelve  months,  and  then  stopped  it 
because  of  the  absence  of  beneficial  results.  The  present  was  a 
very  typical  example  of  the  condition,  and  the  tongue  had  the 
usual  deeply  marked  fissures  across  it,  due  to  the  hypertrophy 
of  the  fungiform  papillae.  Grenerally  there  was  a  rougher  skin 
than  in  the  present  case  (*'  furfuraceous,"  as  Seguin  long  ago 
described  it).  The  degree  of  imbecility  varied  greatly  in  these 
cases  ;  in  some  there  was  a  great  degradation  of  intelligence, 
while  other  cases  approached  the  borderland,  and  the  latter 
could,  by  proper  training,  be  made  to  pass  muster  in  society. 
He  knew  one  or  two  young  men,  in  circumstances  beyond  the 
need  of  their  earning  a  living,  who  came  under  that  heading, 
but  who  passed  muster  fairly  well.  A  shortening  of  the  little 
finger  with  lateral  displacement  of  the  terminal  phalanx  (so  as 
to  curve  towards  the  ring  finger)  had  been  remarked  on  by 
Dr.  Taylor,  and  he  thought  Dr.  Telford  Smith,  of  the  Koyal 
Albert  Asylum,  was  the  first  to  draw  attention  to  this 
peculiarity,  having  pointed  it  out  in  *  Pediatrics '  in  1896. 
He  (Dr.  Shuttleworth)  had  since  observed  it  in  a  large  number 
of  the  children  of  Mongol  type  brought  to  him  for  admission  to 
the  special  schools  of  the  London  School  Board.  The  distal 
phalanx  was  set  at  an  angle  pointing  towards  the  next  finger. 
He  did  not  know  how  this  i>eculiarity  was  to  be  accounted  for. 
His  own  idea  of  the  aetiology  of  these  children  was  that  they 
represented  permanently  a  foetal  stage  of  development,  i.  e.  that 
they  came  into  the  world  unfinished,  and  remained  so,  more  or 
less,  all  their  lives.  A  six-months  foetus  seemed  much  more 
like  a  Mongolian  imbecile  than  the  latter  was  like  a  normal 
child.  The  question  of  the  frequency  of  syphilis  as  a  factor 
in  the  condition  was  an  interesting  one  to  him,  because  his 
experience  coincided  with  Dr.  Beach's  that  it  did  not  figure 
largely  in  asylum  cases.  He  believed  he  was  correct  in  stating 
that  about  40  per  cent,  of  such  children  were  the  latest  meml)ers 
of  large  families ;  i.  e.  there  were  perhaps  seven  or  eight  or  more 
healthy  children  in  the  family  ;  then  an  interval  possibly  of 
some  years;  then — at  perhaps  nearly  fifty  years  of  age — the 
mother  made  a  last  effort  and  it  turned  out  a  failure.  Any- 
thing, however,  which  depressed  the  procreative  powers  of  the 
mother  might  conceivably  be  a  causal  factor  in  the  production 
of  such  imbeciles.  He  did  not  think  insane  or  nervous  heredity 
was  so  large  a  factor  in  these  cases  as  in  other  types.  There 
was  frequently  a  family  history  of  phthisis,  and  these  cases 
usually  nad  a  tendency  tf>  phthisis  as  they  grew  up,  and  the 
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cause  of  death  in  many  of  those  who  died  young  was  some 
form  of  tuberculous  disease.  They  had  poor  circulations  and 
general  lack  of  ''tone."  A  few  of  the  more  intelligent  cases 
did  remarkably  well  under  appropriate  training.  Not  long  ago 
a  girl  of  this  type,  after  being  in  one  of  the  special  classes  of 
the  School  Board  for  two  years,  was  able  to  go  into  the 
ordinary  school.  But  in  the  majority  of  these  children  oue 
could  not  expect  much  improvement  from  education;  they 
were  simply  imitative  and  mechanical,  and  seemed  incapable 
of  origination  of  ideas,  consequently  remaining  more  or  less 
infantile  all  their  days. 

Dr.  James  Taylor,  in  reply,  said  he  was  well  aware  that 
thyroid  had  failed  in  many  of  these  cases,  but  he  thought  there 
would  be  no  harm  in  giving  it  another  trial.  He  was  surprised 
at  what  Dr.  Fletcher  Beach  said  about  syphilis  in  such  cases, 
because  in  twenty-five  cases  collected  by  Dr.  Sutlierland  con- 
genital syphilis  was  definitely  present  in  eleven,  and  it  seemed 
very  strange  that  two  such  accurate  observers  should  differ  so 
materially  in  their  statistics.  Dr.  Beach  said  in  1  per  cent, 
there  were  evidences  of  syphilis,  while  in  Dr.  Sutherland's  the 
figure  was  nearly  50  per  cent.  Regarding  Dr.  Shuttle  worth's 
statement  that  these  children  were  the  last  of  a  large  family,  he 
did  not  think  that  was  quite  correct ;  the  Mongolian  imbecile 
was  not  uncommonly  the  first  child  in  the  family. 


3.  A  CASE  OF  IJNILATEEAL  CONGENITAL  ANTERIOE 
DISLOCATION  OF  THE  HIP. 

By  a.  H.  tubby,  M.S. 

Dolly  L — ,  aged  6  years^  was  admitted  to  the  Evelina 
Hospital  for  Children  on  February  the  2nd,  1900.  The  birth 
was  normal  and  the  presentation  was  vertical.  Nothing 
wrong  was  noticed  with  the  child  until  she  was  a  year  old 
and  began  to  walk,  and  then  a  limp  was  apparent,  the 
right  leg  evidently  being  short.  She  remained  under 
the  supervision  of  a  medical  man  until  the  last  few  months. 
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The  limp  has  now  become  more  decided.  At  no  time  has 
she  complained  of  any  pain. 

On  admission  the  child  was  healthy,  and  walked  with  a 
decided  limp  on  the  right  side.  The  right  lower  extremity 
is  one  inch  shorter  than  its  fellow,  less  developed  muscu- 
larly,  and  everted.  The  movements  of  the  hip-joint  are 
free,  except  abduction,  and  they  are  painless.  The  top  of 
the  gfr^^t  trochanter  is  one  inch  above  Nelaton's  line,  and 
cannot  be  drawn  down  to  its  normal  position,  although 
some  vertical  movement  is  obtainable.  The  head  of  the 
right  femur  can  be  distinctly  felt  lying  out  of  its  normal 
pK>sition,  and  situated  posteriorly  to  the  anterior  superior 
iliac  spine.  The  skiagrams  show  these  changes  well,  and 
further  demonstrate  the  curvature  of  the  neck  of  the 
femnr. 

On  February  the  9th  the  adductors,  the  sartorius,  and 
the  tensor  vaginae  femoris  tendons  were  divided,  and  an 
attempt  was  made  to  reduce  the  deformity  by  forcible 
extension  of  the  limb  with  subsequent  flexion  at  the  hip 
and  knee  joints,  rotation  and  circumduction  inwards  and 
extension.  A  distinct  click  was  felt  and  heard,  and  the 
position  of  the  limb  was  improved.  The  limb  was  then 
fixed  with  a  plaster-of-Paris  spioa  bandage  applied  below 
the  knee.  The  child  was  sent  home.  She  was  readmitted 
on  August  the  4th,  1901,  and  it  was  then  found  that  the 
condition  had  relapsed.  At  present  she  awaits  further 
treatment. 

Mr.  Tubby  said  he  did  not  think  that  at  the  age  of  six 
years  one  could  be  certain  of  replacing  the  head  of  the 
femur  into  the  socket  or  over  its  site ;  indeed,  there  was 
often  no  socket  at  this  age.  He  believed  that  after  four 
years  of  age  the  treatment  of  Lorenz  by  manipulating  the 
head  of  the  bone  into  place  was  of  comparatively  little 
avail,  unless  the  cases  were  exceptional.  With  every  year 
the  prognosis  of  such  cases  became  worse,  so  far  as  restitu- 
tion was  concerned.  It  was  good  up  to  four  years,  but 
became  doubtful  and  bad  later.  He  would  be  a  bold  man 
who  did  the  open  operation  for  the  condition,  and  oven  if 
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attempted  he  did  not  think  there  would  be  much  success, 
as  nearly  all  attempts  to  form  a  new  acetabulum  had 
failed,  and  the  after  results  were  often  bad. 

[Exhibited  October  the  19th,  1900.) 

Discussion. 

Mr.  Jackson  Clarke  exhibited  some  skiagrams  of  similar  con- 
ditions. One  was  of  a  patient  aged  about  two  years,  with  double 
congenital  dislocation,  whom  he  showed  at  a  meeting  of  the 
North-West  London  Clinical  Society  two  years  ago.  Since  then 
he  had  had  her  in  the  North- West  London  Hosj^ital  and  treated 
her  on  the  method  referred  to  by  Mr.  Tubby.  She  was  now 
practically  cured,  and  had  been  walking  about  for  twelve 
months.  He  thought  it  should  be  more  widely  known  that 
these  cases  were  curable  up  to  a  certain  age;  and  he  agreed 
with  Mr.  Tubby  that  the  limit  age  was  about  four  years.  He 
showed  skiagrams  of  a  second  case  of  double  dislocation  of  the 
hip.  One  side  had  been  treated,  and  the  head  of  the  thigh- 
bone was  seen  to  be  in  its  pjlace  on  one  side  but  not  on  the 
other.  That  child  was  troubled  very  much  with  fits,  and  the 
plaster  apparatus  put  on  seemed  to  increase  the  frequency  of 
the  fits,  so  it  had  to  be  taken  off.  When  tlie  child  was  well 
enough  Mr.  Clarke  repeated  the  operation,  but  on  the  other 
side.  He  showed  a  skiagram  proving  that  the  dislocation  had 
recurred  on  the  side  operated  upon  previously,  whilst  it  had 
been  reduced  on  the  side  last  treated.  Some  cases  of  congenital 
dislocation  were  not  as  badly  off  as  others,  and  the  cases  least 
troubled  by  the  deformity  were  those  such  as  Mr.  Tubby  had 
shown,  where  the  head  of  the  thigh-bone  was  turned  forwards. 
But  later  in  life  the  majority  of  untreated  cases  were  grievously 
crippled  by  lordosis  and  pain  in  the  back,  and  a  deplorable  gait 
and  carriage.  Their  ideas  changed  from  year  to  year.  Only  a 
few  years  ago  he  read  a  paper  by  Mr.  Tubby  on  the  open 
operation,  but  that  was  now  a  thing  of  the  past.  He  (Mr. 
Clarke)  showed  a  skiagram  of  a  child  who  had  had  the  open 
operation  for  congenital  dislocation,  but  there  was  no  dislocation 
at  all ;  it  was  a  case  of  congenital  paraplegia.  Another  con- 
dition which  came  for  diagnosis  was  coxa  vara,  of  which  he 
showed  the  skiagram  of  a  marked  case.  It  was  that  of  a  girl 
of  fourteen  years,  who  fell  down  in  the  street  and  suffered 
from  a  partial  separation  of  the  epiphyses.  He  showed  another 
skiagram  of  a  case  of  total  separation  of  the  upper  epiphysis 
of  the  femur  in  a  girl  also  about  fourteen  years  of  age.  That 
case  was  operated  upon  at  the  City  Orthopaedic  Hospital  by  Mr. 
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Poland,  who  opened  the  joint  and  removed  th^  epiphysis,  with 
the  result  that  the  girl  lost  the  pain  and  limp  from  which  she 
had  suffered  for  twelve  months. 


4.  A  CASE  OF  CEPHALHEMATOMA. 
By  a.  H.  tubby,  M.S. 

May  B — ,  aged  three  months,  was  admitted  to  West- 
minster Hospital  on  the  2nd  of  October,  1900.  Both 
parents  were  healthy,  and  this  patient  is  the  second  child. 
There  has  been  one  miscarriage  between  the  birth  of  the 
first  child  and  the  patient.  The  last  labour  was  not  pro- 
tracted; the  presentation  was  vertical,  and  no  forceps 
were  used. 

The  swelling  on  the  child\s  head  Avas  not  noticed  at 
birth,  but  was  seen  a  day  or  two  afterwards.  It  was  at 
first  small  in  size,  and  gradually  increased  until  it  came 
under  observation,  and  during  the  fortnight  the  child  has 
been  in  the  ward  no  perceptible  alteration  has  taken  place 
in  the  size  of  the  swelling.  The  present  condition  of  the 
child  is  good ;  she  is  fairly  nourished,  sleeps  well,  and  is 
placid.  I 

Chardcter  of  the  swelling.  — On  the  right  side  of  the 
child's  head  there  is  a  large  conical  swelling,  two  and  a 
half  inches  in  diameter,  regular  in  outline,  rather  more 
prominent  posteriorly  than  to  its  outer  aspect,  but  varying 
somewhat  according  to  the  position  of  the  child.  'IIk^ 
growth  of  hair  over  the  tumour  is  perhaps  a  littk'  more 
scanty  than  on  the  opposite  side,  l)ut  there  is  no  very 
marked  difference.  Free  fluctuation  can  be  obtained  over 
the  .swelling,  but  no  impulse  can  be  transmitted  from  the 
anterior  fontanelle.  It  is  neither  tender,  hot,  nor  red,  and 
the  child  does  not  resent  manipulation.  Attempts  at 
transillumination  have  failed.     The  margin  of  the  tumour 
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is  raised,  well  marked,  erateriform,  and  hard,  where  it 
merges  with  the  skull.  The  base  of  the  swelling  corre- 
sponds roughly  with  the  right  parietal  bone.  The  case  is 
undoubtedly  one  of  cephalhaBmatoma ;  the  only  question 
is  as  to  treatment.         (Exhibited  October  the  19th,  1900.) 

Discussion. 

Mr.  Clement  Lucas  said  he  agreed  with  Mr.  Tubby 's  dia- 
gnosis, namely,  that  it  was  a  case  of  cephalhsematoma.  He  could 
press  the  edge  of  the  swelling  down  with  his  thumb. 


5.  EXTEEME  ADIPOSITY  IN  AN  INFANT. 

By  a.  A.  SUTHEELAND,  M.D. 

De.  Gr.  A.  Sutherland  showed  an  infant  presenting  an 
extreme  development  of  adipose  tissue  with  rhachitis- 
At  the  age  of  seven  months  it  weighed  28  lbs.,  and  at  the 

Fig.  1. 


present  time  (a  month  later)  29^  lbs.     The  child  had  been 
fed  entirely  on  the  breast,  but  without  an  observation  of 
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any  regular  hours  of  feeding.  Her  general  health  had 
been  good;  there  had  been  no  gastro-intestinal  disturb- 
ances ;  and  although  extremely  fat  she  could  sit  up  and 
move  her  limbs  actively.  There  wa.s  no  family  history  of 
lipomatosis,  but  two  other  children  had  also  been  stout  a& 
infants.  The  fat  in  this  infant  was  diffused  generally  all 
over  the  body  and  extremities,  and  was  soft  and  flabby. 
There  was  slight  but  definite  thickening  of  the  epiphyses 
of  the  long  bones.  Examination  of  the  maternal  milk 
showed  the  presence  of  8*2  per  cent,  lactose,  and  of  '44 
per  centw  proteids,  and  that  the  other  constituents  were 
normal.  Dr.  Sutherland  thought  the  excessive  adiposity 
in  this  patient  was  probably  due  to  the  amount  of  lactose 
in  the  milk,  which  being  largely  beyond  the  infant's 
requirements  was  simply  transformed  and  stored  as  fat. 
At  the  same  time  the  small  amount  of  proteids  was 
insufficient  for  nutrition,  and  general  flabbiness  resulted. 

(October  the  I9th,   1900.) 

Discussion. 

The  Chairman  (Dr.  Sansom)  thought  that  neither  the  aspect 
of  the  child  nor  its  surroundings  suggested  nerve  trouble ;  there 
was  evidently  no  adiposis  neurotica.  The  child  had  a  placid, 
healthy  expression.  Dr.  Sutherland's  idea  seemed  a  very  feasible 
one.  and  it  was  remarkable  that  the  mother's  milk  contained 
such  a  large  proportion  of  lactose ;  he  supposed  there  had  been 
sufficiently  repeated  analyses  to  establish  that  fact.  He  thought 
they  aiTived  at  the  opinion  that  there  was  nothing  wrong  with 
the  health  of  the  child  mainly  by  the  process  of  exclusion. 

Dr.  Cautley  asked  what  sample  of  the  mother's  milk  was 
analysed.  If  the  percentage  of  lactose  and  fat  was  so  great 
throughout,  he  thought  that  accounted  for  the  condition  of  the 
baby ;  but  it  would  be  interesting  to  hear  whether  the  child  was 
given  anything  besides  its  mother's  milk.  He  had  seen  a  baby 
which  weighed  27|  lbs.  at  six  months,  but  the  parents  had  been 
in  the  habit  of  giving  it  various  other  articles  of  food  in  addition 
to  the  breast  milk. 

Dr.  Chaffey  (Brighton)  said  he  thought  it  was  a  case  of  simple 
increase  of  fat,  not  one  of  lipr)matosiH,  which  at  first  he  thought  it 
might  be.  Cases  of  Ii(x>inat(j8i8  ha<l  l>een  fairly  normal  children  at 
birth,  and  then  a  few  months  afterwards  fat  l>egan  to  api)ear  in 
various  parts,  usually  about  the  flanks,  and  there  were  pe<.'uliar 
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fatty  tumours  about  the  axillae,  and  subcutaneous  fat,  somewhat 
similar  to  those  found  in  myxoedema,  to  which  disease  he  thought 
lipomatosis  was  much  allied. 

Dr.  Sutherland,  in  reply,  said  he  did  not  regard  the  case  as 
one  of  lipomatosis,  at  least  in  the  jjathological  sense,  but  as  one 
of  sugar  fat,  owing  to  the  excessive  amount  of  lactose  in  the 
mother's  milk.  He  would  have  liked  opinions  as  to  whether  the 
child  was  rickety.  In  reply  to  Dr.  Cautley  he  said  four  ounces 
of  the  breast  milk  had  been  drawn  off  for  analysis  by  Dr. 
Pakes,  of  Guy's  Hospital ;  it  was  morning  milk,  but  he  did  not 
know  whether  it  was  before  or  after  feeding.  He  had  cross- 
questioned  the  mother,  and  felt  satisfied  that  no  other  food  than 
breast  milk  had  been  given. 


6.  MYXCEDEMA   ASSOCIATED  WITH   ECTROPIUM   IN 
A   GIEL  TWELVE   YEAES   OF  AGE. 

By   SYDNEY   STEPHENSON,  CM. 

Alice  W — ,  aged  12  years,  was  seen  on  September  the 
26th,  1900. 

The  skin  over  the  cheeks,  nose^  upper  lip,  and  eyelids 
is  pinkish  and  swollen,  so  that  the  features  are  coarse  and 
ill-defined,  and  the  lines  of  expression  obliterated,  especially 
upon  the  left  side  of  the  face.  The  swelling  is  firm,  and 
does  not  pit  upon  pressure.  Around  the  eyelids^  particu- 
larly of  the  left  eye,  the  skin  is  dry,  rough,  and  covered 
with  fine,  branny  scales.  There  is  no  general  oedema  of 
the  body.  The  hair  is  well  nourished,  but  the  nails  are 
stated  to  be  brittle.  Her  hands  and  feet  are  rather 
■^^  pudgy. ^^  The  height  is  50|  inches,  the  weight  69^  lbs. 
She  is  rather  dull  mentally,  and  good-tempered  on  the 
whole,  but  tends  to  be  suspicious  of  those  about  her.  Her 
^'<peech  and  movements  are  marlcedly  slow  and  deliberate. 
She  is  sensitive  to  cold. 

The  eyelashes  of  each  upper  lid  are  scanty  and  misshapen, 
and  the  corresponding  intermarginal  spaces  are  red  and 
glazed.     The  lower  lid  and  the  punctum  lacrymale  of  the 
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right  eye  are  slightly  everted.  The  pmictum  of  the  left 
lower  lid  is  also  everted.  'J'he  upper  lids  are  so  short  that 
when  an  effort  is  made  "  to  shut  the  eyes  "  the  lower  part 
of  the  scleral  conjunctiva  of  each  globe  remains  exposed. 
This  shortening  amounts  in  the  right  eye  to  3  mm.,  and  in 
the  left  eye  to  1'5  mm.  The  pupils  react  somewhat 
sluggishly  to  light. 

Fig.  2. 


R.  V.  :=  ^ij  No.  1  J.     L.  V.  =  J  <  No.  1  J. 

Under  atropine  : — -  .    ^.rjt^ 

II.  V.  =  Aij  _  3-0     180°  =  *^J' 
In.spection  of  the  fundus  oculi  reveals  small  physiological 
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cups.  In  the  right  eye  there  is  a  small  scleral  arc  at  the 
lower  and  outer  part  of  the  optic  disc.  A  small  spot  of  black 
pigment  lies  in  the  inner  hemisphere  of  the  fundus,  about 
midway  between  the  optic  papilla  and  the  visible  periphery 
of  the  fundus.     It  is  probably  of  congenital  origin. 

Thyroid  gland. — The  isthmus  can  be  plainly  felt. 

The  lungs,  heart,  spleen,  liver,  and  palpable  lymphatic 
glands  are  normal. 

The  ears  and  larynx  are  normal.  The  fauces  and  palate 
are  normal,  but  the  uvula  may  be  a  little  oedematous. 

The  ^irine  is  of  sp.  gr.  1024,  faintly  acid,  with  phosphates, 
and  contains  neither  albumen  nor  sugar. 

Catamenia. — Although  the  child  shows  some  evidence 
of  puberty  as  regards  the  breasts,  etc.,  yet  the  menses  have 
not  so  far  made  their  appearance. 

The  temperature  is  98*2°  F.,  the  respirations  19  to  the 
minute,  and  the  pulse  80  to  the  minute. 

Her  howels  tend  to  be  costive. 

Mr.  Stephenson  pointed  out  that  when  the  patient  closed 
her  eyes  the  lids  did  not  meet ;  and  it  might  be  that  the 
blepharitis  and  eversion  of  the  lid  depended  upon  this.  He 
had  delayed  treatment  until  he  had  obtained  the  opinions 
of  members.  If  they  agreed,  he  proposed  to  put  her  upon 
thyroid  extract.  {Exhibited  October  the  19th,  1900.) 

Discussion^ 

In  connection  with  Mr.  Stephenson's  case,  Dr.  Lewis  (Folke- 
stone) showed  photographs  of  cases  of  myxoedema  in  young  sub- 
jects. The  first  was  a  girl  who  had  been  in  school  a  year  without 
having  acquired  a  new  fact,  though  she  was  thirteen  years  old. 
4-fter  treatment  with  thyroid  she  lost  a  stone  in  weight  and 
rose  to  the  top  of  the  class  in  that  term.  In  another  case 
the  girl  came  under  treatment  because  the  catamenia  did  not 
appear.  His  father  had  treated  her  while  he  lived,  and  at  his 
death  the  girl  came  under  his  (Dr.  Lewis's)  care.  He  put  her 
upon  thyroid,  the  catamenia  occurred,  she  lost  weight,  and 
some  baldness  which  she  had  was  cured.  She  was  now  twenty- 
four  years  old  and  apparently  quite  well. 

Dr.  Penrose  asked  whether  the  remarkable  redness  in  the 
upper  part  of  the  cheeks  beneath  the  eyes  was  a  constant  sym- 
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ptom  in  this  ca"fee.  He  hoped  that  Mr.  Stephenson  would  bring 
the  case  forward  again  after  the  thyroid  extract  treatment  had 
had  a  trial. 

Dr.  Sutherland  asked  whether  there  was  any  albumen  in 
the  lu'ine.  He  thought  the  oedema  was  so  localised  around  the 
eyes  as  to  suggest  a  different  disease  from  myxoedema. 

Dr.  Theodore  Fisher  (Bristol)  said  he  remembered  a  case 
of  intermittent  albuminuria  which  appeared  very  much  like  this. 
The  boy  was  mentally  dull,  apathetic,  and  lethargic. 

Mr.  Sydney  Stephenson,  in  reply  to  Dr.  Penrose,  said  that 
as  the  lower  lids  were  slightly  everted  the  eyes  were  continually 
shedding  moisture,  and  that  probably  accounted  for  the  curious 
condition  of  the  skin  about  the  eyelids,  particularly  the  lower. 
That  was  proved  by  the  fact  that  the  redness  was  worse  on  the 
side  where  lacrymation  was  greatest.  He  hoped  to  bring  the 
case  up  again  after  thyroid  had  been  tried.  In  reply  to  Dr. 
Sutherland,  the  urine  had  been  tested  seven  or  eight  times ;  the 
specific  gravity  was  never  more  than  1022  nor  below  1018,  it  was 
always  slightly  acid ;  there  was  neither  albumen  nor  sugar,  and 
only  on  one  occasion  were  phosphates  present.  The  last  exa- 
mination was  made  that  day.  That  reply  would  also  answer 
Dr.  Theodore  Fisher.  Moreover  slowness  of  speech,  stodginess 
of  hands,  and  puffy  features  were  hardly  characteristic  of 
intermittent  albuminuria. 

Postscript  (August  the  16th,  1901). — Since  October  the 
13th,  1900,  the  patient  has  taken  (with  intermissions)  no 
less  than  657  tabloids  of  thyroid  extract,  each  containing  5 
grains  (Burroughs  Wellcome  and  Co.).  The  mixed  urine 
of  the  twenty-four  hours  has  been  examined  on  seventy- 
nine  occasions,  but  albumen  has  never  been  found.  The 
lowe.st  bodily  temperature  during  the  period  named  has 
been  97*6°  F.,  and  the  highest  99°  F.  The  patient's  weight 
is  now  80  lbs.,  and  her  height  is  52J  inches.  Her  face  is 
.still  puffy,  especially  round  the  eyelids.  Mentation  is  still 
rather  slow.  Her  general  health  seems  to  be  good.  Men- 
struation has  not  yet  appeared. 
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7.  A   CASE   OF   SYPHILITIC   EPIPHYSITIS. 

By  GEOEGE   CAEPENTEE,  M.D. 

Dk.  (tEORGE  Carpenter  showed  a  case  of  pseudo-paralysis 
of  both  upper  extremities  in  an  anaemic  infant^  7  weeks  old, 
who  "  snuffled ''  loudly.  The  condition  had  been  noticed 
only  some  three  or  four  days,  and  was  a  painful  one,  for 
the  infant  cried  when  it  was  handled.  She  could  move 
the  fingers  of  either  hand,  but  other  parts  of  the  limbs 
hung  motionless.  Her  mother  stated  that  three  of  her 
children  had  been  born  dead.  There  was  nothing  worthy 
of  remark  about  her  three  living  children.  The  cutaneous 
manifestations  in  the  child  were  trifling  and  not  charac- 
teristic. They  consisted  of  a  few  scurfy  patches  on  the 
legs,  together  with  some  isolated  crusted  superficial  sores. 
Similar  lesions  were  found  on  the  head,  and  there  were  a 
few  scattered  scaly  papules  on  the  face.  The  right  wrist 
was  obviously  enlarged,  periosteal  thickening  extending 
some  little  distance  up  the  shafts  of  the  ulna  and  radius, 
which  distinguished  it  from  a  rickety  lesion.  The  humerus 
was  thickened  above  the  elbow-joint,  as  also  about  the 
shoulder-joint.  The  left  wrist  was  not  quite  so  large  as 
the  right,  nor  was  the  humerus  about  the  elbow-joint  so 
much  involved  as  on  the  right  side,  and  there  w^as  some 
doubt  as  to  the  condition  of  the  epiphysis  at  the 
corresponding  shoulder.  The  condition  was  typical  of 
syphilitic  epiphysitis.  She  could  kick  her  legs  freely 
enough,  and  no  abnormalities  were  detected  in  the  bones 
of  the  lower  extremities.  Her  organs  were  natural.  An 
X-ray  photograph  was  taken  of  the  case,  but  failed  to 
demonstrate  the  obvious  changes  at  the  epiphyses. 

{Exhibited  October  the  19th,  1900.) 
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8.  A  CASE   OF  POLYURIA  IN  A  CHILD   AGED 
THEEE   YEARS. 

By  J.  H.  SEQUEIRA,  M.D. 

Albekt  H —  was  admitted  to  the  North-Eastern  Hospital 
for  Children  under  the  care  of  Dr.  Sequeira  on  April  the 
30th,  1900.  He  was  then  two  years  and  ten  months  old.  The 
family  history  presented  nothing  of  importance.  The 
patient  was  brought  up  at  the  breast  until  he  was  fourteen 
months  old,  and  since  then  he  had  been  fed  upon  Nestle's 
milk  and  beef  tea.  At  the  age  of  eight  months  he  had 
whooping-cough,  and  since  then  the  mother  had  noticed 
that  the  child  suffered  from  excessive  thirst  and  increased 
frequency  of  micturition.     There  was  no  history  of  injury. 

On  admission  to  the  hospital  the  patient  was  an  ill- 
nourished  child,  weighing  sixteen  and  three-quarter 
pounds.  The  skin  was  pale  except  upon  the  cheeks,  where 
there  was  a  red  flush.  To  the  touch  the  skin  was  unusually 
dry.  There  were  evident  signs  of  rickets  in  the  shape  of 
the  head,  and  in  the  enlarged  epiphyses  of  the  long  bones. 
The  temperature  was  normal,  and  there  were  no  signs  of 
disease  of  the  abdominal  or  thoracic  organs. 

The  urine  was  pale,  of  specific  gravity  1010,  the  reaction 
alkaline.  There  was  a  faint  trace  of  albumen,  and  at  times 
this  reached  one  per  cent.  There  was  no  deposit  and  no 
casts.  The  quantity  of  urine  passed  per  diem  varied  from 
nineteen  to  forty  ounces,  and  besides  this,  some  could  not 
be  measured. 

The  amount  of  fluid  taken  daily  was  measured,  and  was 
found  to  vary  from  twenty  to  forty  ounces.  No  restriction 
was  placed  upon  the  amount  the  child  drank.  For  some 
weeks  the  child  was  out  of  hospital,  and  he  was  read- 
mitted upon  May  the  30th.  The  urine  presented  the  same 
characters.     Its  reaction  was  still  alkaline,  and  there  was. 
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a  small  quantity  of  albumen  from  time  to  time.  On  two 
or  three  occasions  the  temperature,  which  had  usually 
been  normal,  rose  to  100°  F. 

Owing  to  an  outbreak  of  infectious  disease  the  ward 
was  closed,  and  the  child  again  became  an  out-patient  ; 
but  as  he  appeared  to  be  steadily  wasting  he  was 
readmitted  on  September  the  26th,  1900. 

Constipation  was  now  a  prominent  feature,  the  abdomen 
was  somewhat  distended,  and  scybalous  masses  were  felt 
through  the  parietes  in  the  sigmoid  region.  These 
disappeared  after  free  purgation.  The  urine  Avas  of 
specific  gravity  1005 ;  it  was  still  alkaline.  There  was  no 
albumen,  no  sugar,  and  no  excess  of  phosphates.  The 
quantity  passed  per  diem  varied  from  twenty-six  to  forty- 
seven  ounces,  the  average  being  thirty-six  ounces.  The 
amount  of  urea  passed  varied  from  forty-eight  to  seventy- 
two  grains  a  day. 

With  a  view  to  making  the  urine  acid,  the  acid 
phosphate  of  sodium  in  five-grain  doses  was  administered 
three  times  a  day,  as  advised  by  Dr.  Eobert  Hutchison. 
At  the  end  of  six  days  the  urine  was  found  to  be  acid ;  on 
one  occasion  (October  the  15th)  one  specimen  was  alkaline, 
while  the  rest  were  acid.  (I  regret  that  no  note  was  made 
at  the  time  as  to  the  relationship  of  the  alkaline  urine  to 
the  food  or  drug  taken.) 

The  retinae  were  examined,  and  were  found  to  be 
healthy.  The  pulse  was  somewhat  frequent,  but  the 
tension  was  not  raised. 

The  child  slowly  but  steadily  lost  weight — one  pound 
and  a  quarter  since  the  30th  of  May. 

The  case  presents  several  points  of  considerable  interest. 
The  history  shows  that  apparently  as  a  result  of  an  attack 
of  whooping-cough  when  eight  months  old,  the  patient  has 
constantly  passed  what  must  be  considered,  for  his  age, 
enormous  quantities  of  pale  urine  of  low  specific  gravity. 
The  average  quantity  excreted  by  a  child  of  three  years 
is,  according  to  Dr.  Still,  eight  ounces  a  day.  In  this  case 
the  average  of  a  long  series  of  observations  was  thirty-six 
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ounces,  and  on  one  occasion  as  much,  as  forty-seven  ounces 
were  passed.  Such  a  condition  is  probably  best  explained 
by  supposing  a  chronic  dilatation  of  the  renal  arteries,  and 
on  that  ground  the  case  should  probably  be  called  one  of 
diabetes  insipidus.  Diabetes  insipidus  is  a  rare  disease, 
but  it  is  relatively  connnon  in  the  young.  It  has  been  met 
with  as  a  congenital  condition,  and  in  the  eighty-five  cases 
collected  by  Straus  no  fewer  than  nine  were  children 
under  five  3'ears  of  age. 

There  is,  however,  a  difficulty  in  placing  the  case  in  this 
category,  as  the  urine,  unless  influenced  by  drugs,  was 
always  alkaline,  and  from  time  to  time  there  has  been 
albumen  present,  although  in  small  quantity.  There  have 
been  no  casts  and  no  pus,  so  that  there  is  no  evidence  of 
structural  changes  in  the  kidney  itself  or  in  the  pelvis  of 
the  kidney.  (Exhibited  October  the  19th,  1900.) 


Discussion. 

Dr.  Lewis  (Folkestone)  said  he  had  been  working  at  an  allied 
subject,  namely,  bed-wetting  by  children,  and  an  article  would 
appear  on  the  question  in  '  King's  College  Hospital  Reports '  for 
December.  He  contended  that  bed-wetting  was  due  to  polyuria, 
and  was  a  weak  bodily  condition  associated  with  the  ingestion 
of  starchy  foods.  It  could  be  stopped  at  once  by  an  anti- 
diabetic diet.  Part  of  the  treatment  was  to  cut  off  the  starchy 
elements  of  the  food  after  breakfast- time  and  give  very  little 
carbohydrate.  Tea  should  consist  of  gluten  bread,  or  egg,  or  ham, 
and  at  night  milk  or  bovril  should  be  given.  He  did  not  think  it 
was  necessary  to  limit  the  amount  of  liquid  taken.  It  seemed 
absurd  to  treat  such  cases  by  circumcision  or  cauterisation  of 
the  neck  of  the  bladder. .  He  thought  the  present  case  really 
Vjelonged  to  that  category. 

The  Chairman  (Dr.  5ansom)  said  he  agreed  with  the 
diagnosis,  and  the  case  was  a  very  valuable  one.  Dr.  Lewis's 
observations  also  were  very  imix)rtant,  and  one  would  like  to 
hear  them  criticised.  On  l>ehalf  of  the  Society  he  thanked  all 
who  had  contributed  to  their  instruction  at  that  meeting. 

Dr.  Sequel ra,  in  answer  to  Dr.  Lewis's  question,  replied 
that  there  had  been  no  exi-ens  of  starchy  food  administered  while 
the  child  was  in  hospital,  and  did  not  think  that  the  case  could 
be  classed  with  those  he  mentioned. 
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Sequel. 

'  The  child  remained  in  very  much  the  same  condition  for 
several  months,  steadily  losing  weight.  The  urine  was  of 
the  same  character,  and  contained  a  little  albumen.  By 
centrifugalising  a  small  deposit  was  obtained,  which  was 
found  to  contain  a  very  few  granular  casts.  The  child  at 
last  became  comatose,  and  died  from  Avhat  appeared  to  be 
ura3mia. 

At  the  autopsy  the  kidneys  were  large  and  granular, 
showing  cirrhotic  changes  on  microscopical  examination. 
There  was  some  hypertrophy  of  the  left  ventricle.  The 
other  organs  were  normal. 


9.  A   SPECIMEN   ILLUSTEATING   EHEUMATIC 
DILATATIOIS:   OF   THE   HEAET. 

By  THEODOEE  FISHEE,  M.D. 

The  dilated  heart  occurred  in  a  youth  aged  19  years,  who 
died,  one  year  after  an  attack  of  rheumatism,  from  cardiac 
failure.  There  was  no  disease  of  any  of  the  valves,  and 
the  pericardium  was  only  adherent  over  a  small  area, 
about  two  inches  square,  near  the  apex  of  the  left  ventricle.* 
At  death  the  heart  measured  six  inches  laterally.  The 
organ  was  hypertrophied  as  well  as  dilated;  it  weighed 
nineteen  and  a  half  ounces. 

He  recently  had  another  case,  in  a  child  aged  11  years, 
who  attended  the  out-patient  department  at  the  Bristol  Chil- 
dren's Hospital,  and  was  admitted  to  the  wards.  Over  most 
of  the  prominent  bony  points  throughout  the  body,  and  along 
several  of  the  tendons,  rheumatic  nodules  were  present. 
Death  occurred  six  weeks  after  admission,  from  acute  peri- 
carditis. In  that  case  also  there  was  almost  entire  absence 
of  valvular  disease,  only  slight  thickening  of  the  mitral 
valve  being  present,  and  the  pericardial  adhesions  were  all 
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quite  recent.     This  heart  was  not  only  dilated  but  hyper- 
trophied.     It  weighed  eleven  and  a  quarter  ounces."^ 

{Exhibited  October  the  l^th,  1900.) 

Discussion. 

Dr.  George  Carpenter  asked  if  Dr.  Fisher  could  supply 
information  as  to  the  condition  of  the  muscular  fibres,  and  as 
to  whether  there  was  any  myocarditis.  He  had  examined 
similar  specimens  free  from  valvular  disease  microscopically, 
and  found  extensive  mvocarditis.  The  cases  were  published  in 
'Pediatrics'  in  1896. 

Dr.  Sequeira  said  Dr.  Fisher  had  made  a  point  about  the 
absence  of  adhesions  in  the  pericardium.  In  the  course  of  a 
research  which  he  (Dr.  Sequeira)  conducted  while  Registrar  at 
the  London  Hospital  he  inquired  into  the  relationship  of 
adhesions  to  dilatation  of  the  heart.  A  large  number  of  the 
cases  of  adherent  pericardium  had  a  very  dilated  heart;  but 
there  were  other  cases  in  which  the  adhesions  were  extensive  but 
the  heart  was  not  large.  He  would  rather  lay  stress  on  the  con- 
dition of  the  pericardium  in  those  cases ;  it  was  inflamed  and 
softened,  and  its  natural  support  to  the  right  side  of  the  heart 
had  been  lost,  for  the  normal  fibrous  pericardium  was  a  firm, 
strong  sac.  When  the  whole  pericardium  was  inflamed  and 
softened  it  did  not  interpose  that  resistance  to  dilatation  of  the 
heart  which  was  present  in  the  healthy  condition. 

Dr.  Penrose  said  that  all  the  evidence  he  knew  of  on  the 
subject  was  that  resulting  from  the  work  of  Dr.  Poynton,  whose 
exi>erience  was  that  there  was  generally  some  myocarditis 
present  in  cases  of  dilatation. 

Dr.  Ewart,  who  had  not  yet  obtained  a  view  of  the  specimen 
brought  by  Dr.  Fisher,  remarked  on  the  general  question,  that 
he  believed  it  was  their  Chairman,  Dr.  Sansom,  who  drew  atten- 
tion to  the  fact  that  the  action  of  the  valves  and  of  the  walls  of 
the  heart  might  suffer  considerably  from  fibrosis  developing  at 
the  base  of  the  heart,  such  as  might  result  from  pericarditis, 
even  when  the  latter  did  not  lead  to  great  effusion  or  adhesion. 
In  a  heart,  the  valves  of  which  were  already  damaged,  this 
additional  influence  might  seriously  aggravate  the  valvular 
defect,  and  might  explain  the  dilatation.  Those  who  had  seen 
the  specimen  would  j>erhap8  say  whether  the  valves  were  of 
sufficient  size  to  close  the  orifice. 

*  These  cases  were  brought  forward  as  illustrations  from  the  post-mortem 
room  of  clinical  cases  of  rheumatic  dilatation  of  the  hcnrt,  which  were  to 
have  been  shown  by  Dr.  Lees.  The  second  case  whs  an  illiiHtration,  not  of 
dilatation,  but  of  the  rapid  hypertrophy  which  takes  place  in  pericarditis. 
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The  Chairman  (Dr.  Sansom)  said  the  subject  was  a  most 
interesting  one,  and  they  hoped  at  a  future  meeting  to  have  the 
cases  announced  by  Dr.  Lees.  It  might  be  well  if  some  of 
the  observations  were  reserved  for  that  occasion,  though  he  did 
not  wish  to  interpose  to  shorten  the  present  discussion.  He 
would  himself  try  to  bring  forward  some  evidence  on  the  subject 
at  a  subseqiient  meeting. 

Dr.  Theodore  Fisher  (Bristol)  in  reply,  said  there  was  in 
his  case  a  slight  interstitial  myocarditis,  but  not  so  much  as 
might  have  been  expected.  In  the  other  case  there  was  con- 
siderable naked-eye  evidence  of  recent  degenerative  change,  but 
he  had  not  yet  cut  microscopical  sections.  Professor  Stanley 
Kent  had  taken  cultures  from  the  heart  muscle,  and  had  found 
a  diplococcus  resembling  that  recently  described  by  Dr.  Poynton 
and  Dr.  Paine. 


10.  IMPEEFOEATE  ANUS  ;  EECTO-VAGMNAL  FISTULA; 
•   FOEMATION   OF   NEW  ANUS. 

By  a.  H.  tubby,  M.S. 

E.  D — ,  aged  5  months,  was  admitted  to  the  Evelina 
Hospital  on  March  the  9th,  1900.  She  was  in  most  respects 
a  healthy  baby,  but  the  motions  issued  from  the  vagina,  and 
there  was  no  anal  orifice.  No  abdominal  distension  was 
evident,  and  the  child  did  not  suffer  from  vomiting. 

On  March  the  14th  under  an  anaesthetic  the  parts  w^ere 
examined.  There  w^as  a  fistula  at  the  lower  part  of  the 
vagina  and  just  inside  the  hymen,  which  was  circular  in 
shape  and  had  a  large  central  aperture.  The  probe  could 
be  passed  into  what  appeared  to  i3e  the  distal  end  of  the 
rectal  cul-de-sac.  Using  the  tip  of  the  probe  as  a  guide, 
an  antero-posterior  incision  was  made  on  to  its  point 
through  the  skin  and  connective  tissues,  and  the  tip  of  the 
probe  was  encountered  at  the  depth  of  a  quarter  to  half  an , 
inch.  On  enlarging  the  incision  in  its  deeper  parts  the 
rectal  mucous  membrane  was  exposed.  This  w^as  freed 
and  with  difficulty  brought  doAvn  to  the  edges  of  the  skin 
incision  and  sutured  there.  vSilkworm-gut  sutures  w^ere 
used.     A  larsfe  rubber  drainasre-tube  was  inserted  into  the 
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new  orifice.  After  the  operation  the  child  became  troubled 
with  diarrhoea,  the  sutures  gave  way,  and  the  orifice  con- 
tracted, so  that  only  a  probe  could  be  passed  when  the 
child  was  brought  again  to  the  hospital  on  June  the  1st. 

The  operation  was  repeated  on  June  the  3rd,  and  much 
caro  was  taken  in  bringing  down  the  mucous  membrane  of 
the  rectum  to  the  skin  margin.  It  was  anchored  there  by 
over  twenty  sutures,  and  it  held  firmly  during  the  process  of 
healing.  The  opening  w^as  kept  dilated  by  means  of  a 
small  Ferguson^s  speculum,  and  since  the  child  was  dis- 
charged from  the  hospital  on  August  the  2nd  the  mother 
has  kept  the  anus  patent  by  passing  her  finger  once  daily. 
Nearly  all  the  fasces  issued  by  the  anus,  and  scarcely  any 
by  the  vagina.  No  attempt  has  hitherto  been  made  to 
close  the  vaginal  fistula. 

[Exhibited  November  the  I6th,  1900.) 

Discussion. 

The  Chairman  (Mr.  Clement  Lucas)  asked  where  the 
actual  aperture  was  situated  ;  was  it  high  up  ?  Also  was  it 
within  or  without  the  hymen  ?  In  the  ease  which  he  (Mr.  Lucas) 
exhibited  last  time,  the  aperture  was  between  the  hymen  and 
the  fourchette.  He  j^erf ormed  the  same  o|>eration  as  Mr.  Tubbv 
had  described,  bringing  the  mucous  membrane  well  down,  and 
it  showed  clearly  at  the  margins  now  healed. 

Mr.  D'Arcy  Power  said  that  he  had  recently  had  a  similar 
case  under  his  care,  in  which  he  had  not  been  so  successful. 
The  fistula  was  a  very  small  one  situated  high  up  on  the 
posterior  wall  of  the  vagina  in  a  girl  aged  one  year.  He  had 
made  a  good-sized  aperture  between  the  anus  and  the  end  of  the 
cul-de-sac,  bringing  down  the  mucous  membrane  and  closing 
the  fistula  after  its  edges  had  Ix'en  pared.  This  was  done  on 
two  or  three  occasions,  but  each  time  the  sutures  cut  their  way 
out,  the  new  anus  contracted  in  spite  of  all  attempts  to  keep  it 
dilated,  and  the  fajces  continued  to  pass  through  the  fistula. 
Mr.  Power  wished  to  ask  Mr.  Tubby  how  he  had  managed  to 
keep  the  anus  open  in  this  case.  In  reply  to  the  Chairman  (Mr. 
Clement  Lucas)  Mr.  Power  said  that  it  was  by  no  means  easy 
to  bring  down  the  mucous  membrane,  for  there  was  a  consider- 
able depth  of  tissue  between  the  skin  and  the  rectum  at  the 
place  where  the  new  anus  waa  made,  and  the  child,  being  only 
a  year  old,  was  much  younger  than  the  one  shown  by  Mr.  Tubby . 
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Mr.  Robinson  said  be  understood  the  opening,  in  Mr. 
Tubby's  case,  was  above  the  hymen.  He  (Mr.  Robinson)  had 
seen  many  cases  of  imperforate  anus,  but  never  an  opening 
above  the  hymen,  always  between  the  hymen  and  the  fourchette. 

The  Chairman  (Mr.  Clement  Lucas)  said  he  was  inclined 
to  agree  with  what  Mr.  Eobinson  had  said,  namely,  the  higher 
up  the  aperture  the  rarer  the  case.  In  the  Pathological  Museum 
of  Guy's  Hospital  was  a  specimen  where  the  aperture  was 
close  to  the  uterus. 

Mr.  Tubby,  in  reply,  said  he  passed  a  probe  from  the  vagina 
into  tbe  rectum  as  a  guide,  then  cut  down  on  to  the  probe. 
The  distance  was  about  a  quarter  to  one  half  of  an  inch.  In 
reply  to  Mr.  Lucas,  Mr.  Tubby  said  the  aperture  was  within  the 
hymen.  It  seemed  to  him  that  the  whole  question  of  success  in 
these  cases  depended  on  how  far  towards  the  skin  the  mucous 
membrane  in  the  rectum  extended.  In  this  case  it  w^as  not 
more  than  half  an  inch  from  the  skin.  Where  the  mucous 
membrane  ceased  a  couple  of  inches  up,  he  thought  it  was 
almost  impossible  to  form  a  useful  anus  through  all  the  thick 
tissue,  much  of  which  ultimately  became  scar  tissue.  He  used 
silkworm-gut  sutures.  He  thought  a  great  share  of  the  credit 
in  the  case  was  due  to  Mr.  Hicks,  the  Resident  Medical  Officer, 
who  attended  the  child  very  carefully,  while  the  mother  had 
been  very  conscientious  in  daily  keeping  the  orifice  patent  since 
the  infant  had  left  the  hospital. 


11.  ANGIOMATOUS    TUMOUR    EXTENDING    UP    THE 
SPERMATIC   CORD. 

By   a.    H.    tubby,   M.S. 

A  BOY,  aged  5  years,  was  admitted  in  April,  1900,  under 
the  care  of  Mr.  Tubby  at  th,e  Evelina  Hospital.  Since  the 
age  of  three  months  the  boy  had  had  right  and  left 
inguinal  hernias,  which  had  been  treated  by  trusses.  The 
left  inguinal  hernia  (?)  caused  much  trouble,  and  for  this 
reason  the  pad  of  the  truss  on  the  left  side  had  been  made 
more  prominent  than  usual.  Five  months  previously  to 
admission  it  was  found  that  the  swelling  on  the  left  side 
could  not  be  reduced.     During  the  last  fortnight  it  had 
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become  much  larger,  and  the  mother  said  that  it  varied  in 
size  from  time  to  time. 

On  examination  the  boy  appeared  to  be  healthy,  and 
both  external  rings  could  be  defined  by  palpation,  the  left 
being  the  larger.  There  was  a  large  firm  mass  the  size  of 
an  orange  filling  up  the  left  side  of  the  scrotum  and  extend- 
ing well  up  to  the  external  ring.  Internally  and  above,  the 
margin  was  ill-defined,  and  reached  to  the  root  of  the 
penis.  The  tumour  had  a  peculiar  tough  elastic  feel, 
without  impulse  and  transparency.  On  its  anterior  surface 
were  some  peculiar  convoluted  markings,  which  were  not 
so  firm  as  the  main  portions  of  the  swelling.  They  felt 
very  much  like  large  dilated  veins.  When  steady  pressure 
was  maintained  its  size  was  much  decreased,  but  the  swell- 
ing soon  returned  to  its  original  bulk  when  this  was 
taken  off.  The  testicle  could  be  felt  lying  below  the 
tumour  and  quite  free  from  it. 

On  operating,  some  huge  dilated  veins  presented  them- 
selves, which  closely  simulated  congested  small  intestine 
both  in  size  and  colour.  By  careful  dissection  the  external 
ring  was  found  to  be  free  from  intestine  and  omentum. 
The  testicle  and  the  spermatic  cord  were  then  separated 
from  the  tumour,  and  a  few  vessels  were  ligatured  at  this 
stage  ;  the  main  blood-supply  of  the  mass  was  found  to  be 
supplied  from  the  left  corpus  cavernosum.  The  wound 
healed  by  first  intention. 

On  examination  the  tumour  was  found  to  consist  of 
venous  sinuses,  connective  tissue,  and  fat. 

{Exhibited  November  the  IQth,  1900.) 

Discussion. 

Mr.  Robinson  asked  whether  Mr.  Tubby  had  any  views  on 
the  causation  and  development  of  the  tumour.  He  did  not 
know  whether  it  dissected  easily  off  the  spermatic  cord,  or 
whetlier  Mr.  Tubby  thought  it  had  any  connection  with  the 
cord.  Going  back  to  early  times,  one  recognised  the  large 
number  of  the  Wolflaan  veins  on  the  left  side,  the  explanation 
given  of  subsequent  varicocele  on  that  side.  Some  time  ago  he 
(Mr.  Robinson)  removed  an  angioma  from  a  girl's  inguinal  canal 
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on  the  left  side.  It  was  a  very  definite  swelling,  closely  connected 
with  the  round  ligament.  It  seemed  to  have  a  close  relation  to 
varicocele  in  the  male. 

Mr.  Tubby,  in  reply,  said  the  vascular  connections  with  the 
spermatic  cord  were  slight ;  the  main  connections  were  with  the 
corpus  spongiosum  of  the  penis.  It  was  mainly  erectile  tissue. 
He  agreed  with  the  light  which  Mr.  Robinson  had  thrown  upon 
it  from  the  developmental  point  of  view. 


12.  MULTIPLE  SUBCUTANEOUS  FIBROUS  NODULES 
IN  AN  INFANT  APPARENTLY  FREE  FROM 
RHEUMATISM. 

By  OEORGE   carpenter,  M.D. 

Charlie  N — ,  aged  17  months,  came  under  my  care  at  the 
Evelina  Hospital  in  September,  1898. 

His  hands,  which  Avere  much  crippled,  presented  numer- 
ous subcutaneous  nodules  arising  from  the  extensor  tendons 
over  the  knuckle-joints. 

The  drawing  annexed  faithfully  portrays  the  appearance 
and  situation  of  the  nodules.  The  nodules  were  firmly 
anchored  to  the  underlying  extensor  tendons,  but  the  skin 
over  them  was  freel}^  moveable.  The  range  of  movements 
executed  by  the  hands  ^vas  extremely  limited,  and  he 
could  not  feed  himself  or  hold  a  cup  or  spoon  with  them. 
The  knuckle-joints  were  quite  natural,  and  the  limitation 
of  movement  appeared  to  depend  entirely  on  the  stiffening 
occasioned  by  the  nodular  growths  springing  from  the 
tendons  overlying  the  joints.  Attempts  to  straighten  the 
fingers  occasioned  pain,  and  made  him  cry.  A  subcutaneous 
nodule  was  also  found  on  the  right  great  toe,  and  some 
nodules  at  the  tendinous  insertion  of  the  occipital  portion 
of  the  occipito-frontalis  muscle. 

The  condition  of  the  hands  above  described  had  been 
noticed  for  some  three  months,  and  it  was  for  this  that 
his  mother  sought  advice,  and  not  for  his  general  health, 
concerning  which  she  found  no  occasion  for  anxiety. 


PLATE  I. 

Illustrating  Dr.  G.  Carpenter's  case  of  Multiple  Subcutaneous 
Fibrous  Nodules  in  an  Infant  apparently  free  from  Rlieuma- 
tism. 
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I  found  some  enlargement  of  the  liver  and  spleen,  the 
latter  being  just  in  front  of  the  costal  margin,  and  the 
former  two  fingers'  breadth  below  it  in  the  nipple  line. 
He  was,  perhaps,  a  trifle  pale,  but  anaemia  was  not  a 
feature  of  the  case. 

There  was  no  history  of  rheumatism,  personal  or  other- 
wise, and  the  child  had  not  suffered  from  sore  throat. 
There  was  no  history  or  suspicion  of  syphilis.  Apart 
from  the  abnormalities  mentioned,  nothing  worthy  of  note 
was  detected  by  a  physical  examination.  He  was  at  this 
time  commencing  to.  walk. 

On  October  the  27th  some  fresh  subcutaneous  nodules 
were  found  on  the  right  knee  and  ankle  (anterior  and  inner 
aspects),  the  left  ankle  (anterior  and  inner  aspects),  on  the 
right  and  left  external  malleoli,  and  on  the  backs  of  the 
metatai^so-phalangeal  joints  of  the  great  toes.  The  heart 
was  natural  on  this  date,  as  also  on  October  the  13th.  On 
November  the  24th  a  nodule  was  found  on  the  right  foot. 
On  December  the  1st  the  nodules  in  the  old  situations  were 
thought  to  be  less  prominent,  but  fresh  nodules  had  arisen 
on  the  dorsum  of  the  right  foot.  On  December  the  15th 
a  nodule  was  detected  on  the  outer  side  of  the  back  of 
the  right  wrist. 

When  examined  on  January  the  26th,  1899,  his  heart  was 
found  to  be  normal,  and  the  liver  and  spleen  unaltered. 
He  was  well  nourished  and  not  obviously  pale.  His 
mother  thought  that  he  could  hold  things  better  in  his 
hands,  but  the  nodules  appeared  to  have  increased  in  size, 
and  one  or  two  on  the  left  hand  were,  comparatively 
speaking,  very  large.  On  the  whole,  the  nodules  seemed 
to  be  rather  more  numerous,  but  there  had  been  no  fresh 
developments  elsewhere. 

On  March  the  9th  a  nodule  was  removed  from  the  second 
phalangeal  joint  of  the  index  finger  of  the  right  hand 
under  an  anaesthetic.  It  was  attached  to  the  capsule  of 
the  joint,  and  on  microscopical  examination  found  to 
consist  of  fibro-nuclear  tiKsue. 

On  April  the  6th  nodules  were  found  at  the  insertions  of 
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the  abductor  pollicis  muscles  of  the  feet^  and  a  nodule  over 
the  pisiform  bone  on  the  left  hand.  There  were  several 
nodules  on  the  extensor  tendons  over  the  fronts  of  the 
ankle-joints,  and  a  nodule  in  the  tendinous  insertion  at  the 
outer  border  of  each  patella. 

The  spleen  was  still  enlarged  a  trifle,  the  heart  quiie 
natural  as  before,  and  the  anterior  fontanelle  sufficiently 
patent  to  admit  the  tip  of  the  index  finger. 

On  April  the  20th  there  was  a  nodular  swelling  at  the  back 
of  each  wrist.  His  right  hand  was  considered  to  be  better, 
but  the  left  was  much  about  the  same.  There  were  some 
nodules  on  the  left  palm. 

In  July  he  was  sent  to  the  country  for  six  weeks,  and 
returned  on  August  the  17th,  when  the  nodules  on  the  hand 
were  thought  to  be  improving,  and  it  was  said  that  he 
could  open  his  fingers  with  greater  ease  and  freedom. 
There  was  no  heart  murmur. 

On  January  the  4th,  1900,  his  heart  was  still  natural,  and 
the  nodules  previously  mentioned  were  in  much  the  same 
condition  as  before.  ,  : 

He  had  been  treated  by  drugs  for  many  months  in  the 
shape  of  mercury,  arsenic,  iodide  of  potassium,  salicylate  of 
sodium,  and  tonics  generally,  without  deriving  the  slightest 
benefit  from  their  use.  It  was  felt  that  some  other  method 
should  be  tried  to  enable  the  child  to  regain  the  use  of  his 
hands,  which  were  in  much  the  same  condition  as  when  he 
first  came  under  my  care. 

Galvano-puncture  was  thought  to  be  worthy  of  a  trial 
before  resorting  to  more  radical  measures.  The  child  was 
placed  under  an  anaesthetic.  A  partially  insulated  needle, 
such  as  that  used  for  nasvi,  attached  to  the  negative  pole 
of  the  galvanic  battery,  was  thrust  into  each  little  nodule, 
and  a  current  of  five  cells  passed  through  it  for  some  thirty 
seconds.  The  electrode  attached  to  the  positive  pole  was 
placed  in  the  palm  of  the  hand.  When  he  was  next  seen 
the  nodules  were  certainly  softer,  and  on  January  the  22nd 
the  operation  was  repeated  with  seven  cells.  By  January  the 
29th  there  was' a  distinct  improvement.     The  nodules  were 
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smaller,  and  the  boy  could  use  his  hands^  which  before 
had  been  impossible.  On  this  date  eleven  cells  of  the 
battery  were  applied.  Nodules  were  noticed  on  both  ears 
for  the  first  time. 

On  June  the  29th  the  hands  had  greatly  improved.  A 
fresh  nodule  was  detected  on  the  right  ear.  On  July  the 
1 9th  the  nodules  on  the  ears  were  larger.  The  nodular  con- 
dition of  the  hands  was  thought  to  be  still  improving,  and  his 
mother  expressed  herself  as  being  gratified  with  the  result. 

On  October  the  25th  the  situation  of  the  nodules  was  as 
follows  : — There  was  a  nodule  on  the  tendons  at  the  back 
of  the  left  wrist,  and  two  nodules  similarly  placed  at  the 
back  of  the  right ;  a  nodule  on  the  outer  side  of  the 
lower  end  of  the  left  radius,  also  the  right,  and  one  at  the 
back  of  the  lower  end  of  the  right  ulna.  On  the  right 
hand  there  were  single  nodules  on  the  backs  of  the  second, 
third,  and  fourth  metacarpo-phalangeal  joints,  and  single 
nodules  at  the  backs  of  all  the  joints  of  the  fingers  and 
thumbs.  The  fingers  could  not  be  fully  straightened.  On 
the  left  hand  there  were  single  nodules  on  the  backs  of 
the  first,  fourth,  and  fifth  metacarpo-phalangeal  joints, 
one  nodule  at  the  back  of  the  fourth  and  fifth  middle 
phalangeal  joints,  and  two  nodules  at  the  back  of  the 
second  and  third  middle  phalangeal  joints.  On  the 
terminal  joints  there  were  a  nodule  each  at  the  back  of 
the  fourth  and  fifth,  three  nodules  at  the  back  of  the  third, 
two  nodules  at  the  back  of  the  second,  and  one  nodule  on 
the  inner  side  of  the  last  joint  of  the  thumb. 

On  the  right  foot  there  was  a  nodule  on  the  back  of 
each  joint  of  the  little  toe,  also  a  nodule  on  the  inner 
side  of  the  first  and  the  outer  side  of  the  fifth  metatarso- 
phalangeal joints.  On  the  left  foot  there  were  a  nodule 
at  the  bend  of  the  ankle,  one  on  the  inner  side  of  the 
metatarso-phalangeal  joint  of  the  first  toe,  one  on  the 
outer  border  of  the  joint,  one  over  each  joint  of  the  little 
toe,  and  one  on  the  metatarso-phalangeal  joint  of  the  fifth. 
On  the  ears  there  were  three  nodules  on  the  left  helix  at 
the  top,  and  two  nodules  in  the  antihelix.     On  the  right 
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ear  there  were  three  nodules  in  the  antihelix,  and  several 
all  round  the  helix.  There  was  a  single  nodule  in  the 
tendinous  insertion  of  the  occipito-frontalis  muscle  on  the 
right  side  behind  it. 

No  perceptible  changes  were  detected  in  the  bones  by 
the  use  of  the  X  rays. 

Subsequent  to  this  last  note  two  further  galvanic  appli- 
cations were  made  to  the  nodules,  and  on  November  the  8th 
there  was  a  note  to  the  eifect  that  he  could  extend  all  the 
fingers  except  the  ring  finger  of  the  left  hand. 

During  the  two  years  or  more  that  he  has  been  under 
-observation  he  has  at  no  period  developed  symptoms  at  all 
suggestive  of  rheumatism,  nor  has  his  heart  suffered  in  any 
way. 

It  will  be  noticed,  if  he  can  be  induced  to  speak,  that 
his  voice  is  hoarse.  This  is  stated  to  have  been  the  case 
since  birth.  I  have  several  times  obtained  a  fleeting  glance 
of  the  larynx.  The  vocal  cords  are  pearly,  and  I  did  not 
notice  any  abnormalities,  though  I  thought  it  possible 
from  the  dysphonia  that  he  might  have  some  fibrous 
nodules  in  that  situation  also. 

Subcutaneous  fibrous,  so-called  rheumatic,  nodules  nor- 
mally appear  and  disappear  within  a  few  weeks,  and  rarely 
persist  for  months.  They  usually  occur  in  the  course  of, 
or  as  a  sequel  to,  rheumatism,  and  they  are  often  associated 
Avith  chronic  heart  disease,  usually  of  a  progressive  nature. 

The  nodules  in  this  case  are  of  a  fibrous  nature,  and  in 
this  respect  are  akin  to  rheumatic  nodules;  they  have 
selected  the  situations  common  to  rheumatic  nodules,  3;nd, 
like  rheumatic  nodules,  some  of  them  have  appeared  and 
have  vanished  in  due  course.  In  other  respects  they  are 
unlike  rheumatic  nodules.  This  child  has  apparently  not 
been  attacked  by  rheumatism ;  it  has  not  suffered  from 
carditis  of  even  a  mild  type,  as  judged  by  the  numerous 
physical  examinations  of  the  organ  which  have  been  made 
from  time  to  time ;  and  the  nodules  are  exceedingly  chronic 
for  the  most  part,  and  not  prone  to  disappear.  This  is 
<'ertainly  the  case  with  regard  to  the  nodules  on  the  backs 
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of  the  hands,  which  are  such  a  prominent  and  quite  unusual 
feature  in  this  case. 

It  is  not  an  isolated  instance  in  my  experience.  I  have 
seen  other  children  who  have  presented  a  few  apparently 
typical  nodules,  but,  unlike  this  case,  they  have  not  been 
under  observation  for  a  sufficient  length  of  time,  such  as 
this  child  has  been,  to  be  able  to  speak  positively  as  to  the 
absence  of  rheumatism. 

{Ed'hihited  November  the  16//i,  1900.) 

Discussion. 

Mr.  Robinson  suggested  that  it  was  one  of  the  cases  they 
could  not  give  a  name  to,  and  they  would  confer  a  great  benefit 
on  themselves  and  the  profession  if  at  some  meeting  of  the 
Society  they  could  talk  about  cases  known  as  rheumatoid 
arthritis  in  children.  At  such  meeting,  perhaps,  a  number  of 
eases  could  be  exhibited  and  compared.  There  were  two  factors 
in  the  present  case.  One  set  of  nodules  seemed  grouped  in 
relation  to  joint  structures  and  the  synovial  sheaths  ;  another 
set  of  nodules  seemed  related  to  the  fibrous  tissue  simply,  on 
the  ear  and  the  occipital  ridge.  With  regard  to  the  nodules  on 
the  head,  he  recollected  four  cases  which  had  been  under  his 
care,  but  he  had  not  been  able  to  give  them  a  name.  In  three 
of  the  cases  the  nodules  were  on  the  back  of  the  head,  and  in 
the  fourth  there  was  a  curious  distribution,  viz.  in  the  region 
served  by  the  auriculo-temporal  nerve,  though  probably  that  was 
a  mere  accident.  Whatever  name  was  given  to  Dr.  Carpenter's 
case,  the  prefix  "osteo"  must  find  a  place,  as  the  bones  were 
certainly  involved. 

The  Chairman  (Mr.  Clement  Lucas)  asUed  Dr.  Carpenter 
if  he  would  say,  in  his  reply,  what  had  been  the  result  of 
the  microscopical  examination. 

Dr.  George  Carpenter,  in  reply,  said  the  nodules  consisted 
of  fibro-nuclear  tissue.  No  bacteriological  examination  had 
V>een  made  With  regard  to  thickening  of  the  bones,  radio- 
graphs had  been  taken,  but  had  revealed  nothing.  He  had  seen 
at  least  three  cases  of  nodules  without  any  history  of  rheuma- 
tism, but  the  cases  had  not  l)een  under  his  observation  so  long 
as  the  present  one.  Of  course,  in  the  majority  of  instances 
where  there  were  nodules,  there  was  a  history  of  both  rheu- 
matism and  heart  disease. 
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13.  OBLIQUE  FEACTUEE  INTO  THE  ELBOW-JOINT 
WITH  COMPLETE  DISLOCATION  INWAEDS  AND 
EOTATION  OF  THE  ULNA  IN  A  BOY  AOED  TEN 
YEAES. 

By  E.  CLEMENT   LUCAS,  B.S. 

The  patient  was  rather  a  delicate  boy,  born  of  healthy 
parents  living  in  London.  He  was  one  of  seven  children, 
and  had  previously  suffered  from  measles  and  pneumonia. 
At  the  age  of  two  he  is  said  to  have  fallen  downstairs 
and  to  have  broken  his  right  arm,  which  left  some  stiffness 
at  the  elbow.  On  September  the  4th,  1900^  he  was  running 
in  the  dusk  of  the  evening  after  a  ball,  when  a  wire  clothes- 
line caught  him  under  the  chin  and  threw  him  forcibly  to 
the  ground  on  his  fight  elbow.  He  was  brought  to  the 
accident  department  at  Gruy^s  Hospital  some  twenty 
minutes  later,  when  the  forearm  was  found  flexed  and 
fixed  at  a  right  angle  with  the  arm,  and  a  great  deal  of 
swelling  was  present  in  and  about  the  joint.  The 
deformity  resisted  the  attempts  made  at  reduction,  and  a 
skiagram  was  taken  to  throw  light  on  the  form  of  injury. 
When  this  was  developed  it  showed  the  capitellum  of  the 
humerus  separated  and  lying  horizontally  in  the  joint,  but 
all  attempts  made  to  bring  the  parts  into  proper  apposition 
failed.  On  September  the  27th  Mr.  Lucases  attention  was 
drawn  to  the  case,  and  he  advised  that  early  attempts  at 
passive  movement  should  be  commenced,  in  order,  if 
possible,  to  preserve  some  movement  at  the  elbow.  A  few 
days  later,  as  the  swelling  subsided,  a  sharp  angular 
fragment  of  bone  was  found  to  project  under  the  skin 
at  the  back  of  the  joint,  and  the  posterior  edge  of  the 
ulna  could  be  traced  to  the  olecranon  lying  on  the  inner 
side  of  the  elbow. 

On  October  the  5th,  1900,  the  case  was  again  brought 
under  Mr.  Lucases  notice.  The  angular  fragment  of  bone 
projecting  beneath  the  skin  at  the  outer  and  back  part  of 
the  joint  was  threatening  to  perforate  the  skin  and  become 


DESCRIPTION   OF   PLATE   II. 

Illustrating  Mr.  R.  Clement  Lucas's  case  of  Oblique  Fracture 
into  the  Elbow-joint  with  Complete  Dislocation  Inwards  and 
Rotation  of  the  Ulna  in  a  Boy  aged  ten  years. 

Skiagram  shows  capitellum.  and  external  condyle  split  off  and 
twisted  round.  Line  of  epiphysial  cartilage  in  the  fragment  is  well 
shown. 
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compound,  and  fixation  at  the  elbow  was  almost  complete. 
The  case  was  then  admitted  into  the  hospital  with  the 
object  of  having  a  partial  or  complete  excision  performed 
to  restore  movement  at  the  elbow. 

October  11th,  1900. — After  the  skin  had  been  disinfected 
the  patient  was  placed  under  the  influence  of  A.C.E.  and 
afterwards  of  ether.  On  examination,  Mr.  Lucas  found 
that  the  ulna  was  not  only  dislocated  inwards,  but  so 
twisted  on  itself  that  the  articular  surface  faced  directly 
outwards  instead  of  forwards.  He  hoped  that,  when  he 
had  opened  the  joint,  it  might  be  possible,  after  removing 
the  displaced  fragment  of  the  humerus,  to  restore  the  ulna 
to  its  proper  position.  An  incision  four  inches  in  length 
was  made  over  the  back  of  the  joint  and  the  loose 
fragment  exposed.  When  removed,  it  was  found  to  con- 
sist, as  the  skiagram  had  shown,  chiefly  of  the  capitellum, 
but  it  included  the  external  condyle  and  a  portion  of  the 
humerus  split  in  a  direction  obliquely  from  behind  down- 
wards, forwards,  and  inwards,  cariying  ^vith  it  the  outer 
fourth  of  the  posterior  surface  of  the  trochlea.  It  thus 
crossed  the  epiphysial  line  (so  well  shown  in  the  skiagram) 
^vithout  following  it.  After  the  removal  of  the  fragment 
which  had  lain  so  that  the  capitellum  faced  directly 
inwards,  an  attempt  was  made  to  replace  the  dislocated 
ulna,  but  it  was  found  impossible  to  retain  it  in  its  proper 
relation  to  the  humerus.  Mr.  Lucas  therefore  completed 
the  excision  in  the  usual  way  by  sawing  off  the  sigmoid 
cavity  of  the  ulna  and  the  head  of  tlie  radius. 

Great  interest  attaches  to  injuries  at  the  elbow-joint  in 
children  because  of  the  often  complex  nature  of  the 
displacement.  Dislocations  are  common  in  boys,  but,  as 
in  the  case*  related,  they  are  frequently  complicated  with 
fractures  into  the  joint  or  damage  to  the  epiphyses.  The 
employment  of  the  Rontgen  rays  is  of  special  value  in  such 
cases  ;  but  while  they  assist  in  a  more  accurate  diagnosis,. 
the  displacement  may  be  of  such  a  kind  as  to  defy 
manipulative  treatment,  and  then  partial  or  complete 
excision  can  alone  secure  a  moveable  joint. 
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A  skiagram  of  the  injury  was  shown^  as  well  as  tlie 
lower  end  of  the  humerus  with  its  displaced  fragment, 
removed  at  the  operation. 

{Read  November  the  Wth,  1900.) 

Discussion. 

Mr.  Abbott  said  he  had  had  a  case  almost  identical  with  the 
one  shown  by  Mr.  Lucas.  It  was  in  a  girl  of  about  ten  years,  who 
had  fallen  down  on  her  outstretched  forearm,  causing  a  dis- 
location of  the  radius  and  ulna  backwards  and  inwards,  six 
weeks  before.  The  skiagram  which  was  taken  did  not  throw 
very  much  light  on  it.  He  tried  to  reduce  the  dislocation  under 
an  anaesthetic,  but  could  not,  so  he  cut  down  by  a  vertical 
incision  behind  on  to  the  ulna,  sawed  through  the  olecranon 
process  at  its  base,  and  found  there  iiad  been  an  oblique 
fracture  of  the  capitellum  and  external  condyle,  which  had 
united  in  a  somewhat  forward-tilted  position.  The  callus  from 
that  fracture  prevented  reduction,  so  by  gouging  away  some 
bone  from  the  back  and  lower  part  of  the  humerus  he  was  able 
to  reduce  both  bones,  to  wire  the  olecranon,  and  then  close  the 
wound.  At  first  the  joint  was  stiff,  but  now  the  patient  had 
excellent  movement  in  every  way  excejjt  complete  extension. 
Evidently  there  had  not  been  so  much  damaofe  to  the  lower  end 
of  the  humerus  as  in  Mr.  Lucas's  case,  but  the  callus  had  been 
sufficient  to  prevent  reduction. 

The  Chairman  (Mr.  Clement  Lucas)  said  he  had  nothing 
to  say  in  reply  except  to  thank  Mr.  Abbott  for  relating  his  case. 
He  brought  his  forward  on  account  of  the  impossibility  of  re- 
ducing it,  owing  to  the  twist  of  the  fragment.  In  Mr.  Abbott's 
case  it  seemed  to  be  the  callus  which  prevented  reduction.  He  was 
glad  Mr.  Abbott  was  able  to  preserve  so  much  of  the  elbow- joint. 


14.  A   CASE   OF   HYGEOMA  OF   THE   NECK. 
By  SEPTIMUS   SUNDEELAND,  M.D. 

{Exhibited  November  the  16th,  1900.) 

Discussion. 

The  Chairman  (Mr.  Clement  Lucas)  said  he  had  no  doubt 
the  diagnosis  was  correct.  There  were  various  explanations  of 
those  cystic  growths  in  the  neck,  and  he  would  be  glad  to  hear 
what  members  had  to  say. 
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Mr.  Abbott  said  these  cases  were  really  dilated  lymphatic 
vessels,  true  lymphaugioina  or  lymphatic  naevue,  in  which  one 
of  the  spaces  had  grown  infinitely  larger  than  the  others ; 
besides  the  lai^e  cysts,  which  in  this  case  could  be  felt  through 
the  larger  cyst.  When  operating  on  them  by  removal  he  had 
seen  the  lymphatic  vessels  which  opened  into  them,  which  were 
larger  than  the  ordinary  lymphatics,  as  the  vessels  of  a  nsevus, 
and  one  could  often  see  a  drop  of  lymph  exude  on  cutting  them. 
After  removal  and  sewing  up,  the  wound  showed  a  great 
tendency  to  fill  up  "vvith  clear  pinkish  lymph,  which  might  need 
tapping  with  a  director  several  times  before  it  would  finally 
disappear.  The  question  arose  whether  any  other  form  of 
treatment  was  as  good  as  excision.  He  had  always  excised 
them,  but  he  believed  injection  was  carried  out  by  some.  He 
met  with  one  case  of  lymphatic  cyst  on  the  side  of  the  chest. 
lu  another  the  cyst  was  in  the  anterior  part  of  the  parotid 
r^on,  and  he  was  able  to  remove  the  whole  of  it  from  the 
mucous  membrane  side  without  any  external  incision. 

Mr.  Robinson  thought  a  better  name  than  hygroma 
was,  as  Mr.  Abbott  had  said,  cystic  lymphangioma.  No  doubt 
it  was  due  to  dilated  lymphatics.  A  point  very  difficult  of  ex- 
planation was  why  these  cysts  were  localised  to  particular 
situations.  The  neighbourhood  of  the  parotid  was  a  very 
frequent  site  for  them,  and  from  that  fact  it  was  suggested  by 
some  that  they  were  related  to  the  bronchial  clefts ;  but  that 
could  not  apply  because  they  were  also  met  with  in  the  supra- 
clavicular triangle  and  in  the  axilla.  With  regard  to  treatment, 
Mr.  Abbott  haid  mentioned  dissecting  them  away.  He  (Mr. 
Robinson)  had  also  practised  dissection  in  a  thorough  manner, 
but  sometimes  of  no  avail,  for  they  came  back  again.  Latterly 
he  had  obtained  more  success  by  injecting  them  with  Morton's 
fluid,  and  he  intended  to  carry  out  that  plan  in  future.  Having 
got  rid  of  the  large  cyst,  he  would  prick  the  small  ones  sepa- 
rately and  rub  some  of  the  fluid  into  the  openings. 

Dr.  Chaffey  (Brighton)  said  he  had  seen  a  few  similar  cases, 
but  they  were  mostly  under  the  care  of  the  surgeons,  with  whom 
it  was  the  practice  to  dissect  them  out.  He  remembered  a  very 
marked  case  under  Mr.  Howard  Marsh  at  Great  Ormond 
Street  Children's  Hospital,  involving  a  large  j^ortion  of  the 
trunk.  That  was  injected.  It  seemed  to  him  that  it  was  im- 
material which  course  was  pursued. 
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15.  A   CASE   OF   UNILATERAL   COXA  VAEA. 

By  WALTER   EDMUNDS,  M.C. 

The  patient  is  a  boy  aged  8  years.  Three  and  a  half 
years  ago  it  was  noticed  that  there  was  a  certain  amount 
of  lameness  due  to  an  affection  of  the  right  leg,  and  this 
symptom  has  gradually  got  worse.  There  has  been  little 
or  no  pain.  He  first  came  under  my  observation  a  year 
ago,  when  there  was  a  considerable  limp  in  walking,  and 
on  examination  it  was  found  that,  although  flexion  and 
extension  of  the  right  (affected)  leg  were  normal,  there  was 
decided  limitation  of  abduction,  and  also  some  of  internal 
rotation.  The  pelvis  was  tilted,  and  the  great  trochanter 
on  the  right  side  was  higher  than  that  on  the  left ;  there 
was  also  widening  of  the  right  buttock.  When  the  tilting 
of  the  pelvis  was  corrected,  little  or  no  shortening  of 
the  affected  leg  could  be  found  by  measurement.  A  skia- 
gram, which  Mr.  Blacker  kindly  took,  showed  that  the 
neck  of  the  affected  femur  was  horizontal,  and  also  that 
the  upper  part  of  the  shaft  was  slightly  bowed  outwards. 
Treatment  has  consisted  mainly  in  rest  to  the  affected 
part,  and  a  change  to  the  sea-side  in  the  summer.  He 
is  now  wearing  a  patten  under  the  left  foot,  and  is  using 
crutches.  {Exhibited  November  the  16th j  1900.) 


16.   BRACHIAL    MONOPLEGIA    IN    A    NEWLY  BORN 
INFANT,  WITH   EARLY   RIGIDITY. 

By  WAYLAND  C.  CHAFFEY,  M.D. 

W.  R — ,  aged  4  J  months,  was  admitted  to  the  Children's 
Hospital,  Brighton,  a  few  days  after  birth,  with  the  right 
upper  extremity  bandaged  to  the  side,  under  the  impression 
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that  a  dislocation  existed.  Next  day  the  bandages  were 
removed,  and  it  was  found  that  the  whole  of  the  limb 
was  paralysed  and  flaccid.  After  being  in  the  hospital  a 
few  days  it  was  noticed  that  all  the  muscles  were  becoming 
affected  with  spastic  rigidity,  and  massage  with  passive 
movements  were  commenced.  This  treatment  seemed  to 
have  a  good  effect  on  the  fingers,  which  became  more 
supple,  and  regained  movement  to  a  limited  extent,  but  the 
muscles  about  the  shoulder  became  more  rigid,  so  that  the 
supra-  and  infra-spinatus,  the  deltoid,  and  pectorals  held 
the  limb  closely  approximated  to  the  trunk.  The  biceps 
could  also  be  felt  firmly  contracted  at  times,  though  usually 
counteracted  by  the  triceps,  so  that  the  forearm  was  extended 
at  the  elbow-joint.  The  hand  was  flexed  and  pronated, 
whilst  the  fingers  were  flexed  on  the  palm.  The  supinator 
longus  and  extensors  of  the  fingers  would  therefore  appear 
to  have  been  more  affected  than  the  flexors  of  the  fingers. 

During  the  time  the  infant  has  been  under  observation 
there  has  been  no  facial  paralysis,  but  the  mother  states 
that  it  cried  soon  after  birth,  and  that  the  face  was  drawn 
to  one  side.  She  says  that  there  was  never  any  convulsion, 
and  that  it  was  not  affected  with  sickness,  but  always 
seemed  vigorous  in  every  way  except  for  the  condition  of  the 
right  upper  extremity,  which  was  quite  flaccid,  and  hung 
motionless  at  birth.  There  was  a  large  haematoma  over 
the  right  parietal  region  of  the  skull.  There  were  distinct 
bruises  on  the  right  side  of  the  face,  no  injury  of  any  kind 
being  observed  on  the  left  side  of  the  skull  or  elsewhere. 
The  mother  further  states  that  she  was  four  days  in  labour 
with  this  her  first  child,  and  that  eventually  it  was  delivered 
with  forceps  whilst  she  was  under  the  influence  of  chloro- 
form. 

Circumferential  measurements  of  the  arm  and  forearm 
of  the  sound  and  the  affected  limb  show  that  a  differ- 
ence of  a  quarter  of  an  inch  exists  in  the  two  arms,  whilst 
the  forearms  are  equal.  This  slight  wasting  on  the  affected 
side  is,  I  think,  obvious  on  manipulating  the  two  limbs. 

The  electrical   reactions  show   very  distinct  loss  of  re- 
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spouse  to  the  faradic  current  on  the  affected  side,  whilst 
the  muscles  of  the  sound  limb  respond  normally  to  a 
moderate  stimulus.  The  child  cries  when  the  electrodes 
are  applied,  so  that  cutaneous  sensibility  is  probably 
retained. 

The  galvanic  current,  of  moderate  strength,  gives  no  con- 
traction on  the  sound  side,  but  Erb's  reaction  of  degenera- 
tion is  well  marked  on  the  affected  side.  The  temperature 
of  the  affected  limb  is  not  perceptibly  altered. 

Viewing  the  case  in  the  light  of  the  foregoing  facts,  I 
think  we  must  regard  it  as  a  case  of  monoplegia  due  to 
the  pressure  of  the  forceps  on  the  brachial  plexus,  and 
especially  on  the  branch  of  the  sixth  cervical  nerve.  It 
would  seem  strange,  however,  that  the  limb  under  these 
circumstances  should  continue  so  well  nourished.  What 
appears  to  me  difficult  of  explanation  is  the  well-marked 
and  persistent  spastic  rigidity,  which  does  not  ordinarily 
attend  such  palsies.  'I'he  loss  of  faradic  irritability  seems, 
however,  to  preclude  the  possibility  of  its  being  due  to 
a  meningeal  haemorrhage  involving  the  cortex  cerebri  on 
the  left  side.  Ferrier  has  localised  a  centre  mainly  con- 
cerned with  the  movement  of  the  arm  as  a  whole,  about 
the  posterior  extremity  of  the  first  frontal  convolution, 
where  it  joins  the  ascending  frontal.  A  case  has  been 
reported  by  H.  Jackson  where  a  nodule  occupied  this 
region,  and  gave  rise  to  recurring  spasms  nearly  always 
limited  to  the  limb  of  the  opposite  side,  and  followed  by 
temporary  paralysis  of  the  arm.  It  was  always  noted 
that  the  spasms  began  in  the  .'shoulder  and  went  down  the 
arm,  contrary-  to  the  usual  order. 

Then,  again,  if  the  cord  itself  had  been  injured,  I  think 
there  would  have  been  some  paralysis  of  the  lower  ex- 
tremity on  the  same  side,  with  more  distinct  alteration 
of  the  knee-jerk.  There  was,  however,  probably,  slight 
exaggeration  of  the  right  knee-jerk  when  the  case  fi.rst 
came  under  observation,  though  at  present  the  knee-jerks 
«eem  to  be  equal. 

As  regards  treatment,  1   should   be  glad  of  any  sug- 
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gestions.  At  present  I  have  resorted  to  friction  and 
massage  with  passive  movements,  and  there  appears  to 
liave  been  some  improvement. 

{Read  November  the  IQth,  1900.) 

Discussion. 

Dr.  Ashby  (Manchester)  asked  whether  the  child  was. 
noticed  to  have  any  injury  to  the  sympathetic.  In  one  case  he 
saw  the  pupil  of  one  eye  was  larger  than  the  other,  as  if  the 
sympathetic  also  had  been  injured.  No  doubt  in  this  case  there 
was  injury  to  the  fifth  and  sixth  nerves  in  the  brachial  plexus. 
An  interesting  point  was  as  to  how  that  injury  was  produced. 
Such  cases  were  not  uncommon  among  the  lower  classes,  where 
the  midwife  presided  in  the  lying-in  room,  and  where  the  arm  of 
the  child  appeared  first  she  gave  it  a  good  pull.  That  would 
easily  account  for  the  injury.  But  a  certain  number  of  cases 
occurred  in  private  practice  where  no  force  was  used,  and  the 
labour  was  not  a  difficult  one.  In  those  cases  he  supposed 
pressure  must  have  been  exerted  in  some  way.  In  one  or  two 
cases  there  had  been  a  history  of  very  little  liquor  amnii,  as  if 
there  were  a  tight  packing  in  the  uterus  and  the  nerves  had  got 
compressed  in  consequence.  He  feared  the  prognosis  was  bad. 
Some  improvement  might  take  place,  but  the  spastic  condition 
and  paralysis  might  last  for  many  years.  Presumably  the 
spastic  condition  of  the  arm  was  due  to  the  unopposed  muscular 
action.  Certain  muscles  had  been  picked  out — the  deltoid,  the 
biceps,  and  the  supinators ;  and  there  was  over- abduction  and 
over-pronation  and  extension. 

Mr.  Robinson  said  he  did  not  understand  from  Dr.  Chaffey 
what  presentation  it  was.  He  had  seen  many  such  cases,  and 
a  large  proportion  of  them  threw  some  light  on  the  probable 
cause  of  the  rupture  of  the  brachial  plexus.  In  a  contracted 
pelvis  the  shoulders  were  too  broad  to  enter  the  constricted 
brim,  so  that  there  was  a  stretching  between  the  tilted  head  and 
the  point  of  the  shoulder.  As  would  be  seen  by  the  course 
taken  by  the  cords  of  that  jdIcxus,  any  stretching  would  be 
borne  chiefly  by  the  upper  cords.  That  was  borne  out  by  the 
muscles  affected,  which  were  supplied  by  the  fifth  and  sixth 
nerve-roots,  causing  the  typical  Erb's  paralysis.  In  the  main 
the  cases  were  head  presentations,  and  the  history  showed  there 
had  been  difficult  labours  with  other  children.  In  another 
group  of  cases  traction  on  the  arm  might  give  rise  to  the  con- 
dition. In  the  case  of  a  child  which  he  had  under  his  care  at 
Shadwell,  a  double  case,  the  infant  was  born  very  rapidly.  It 
was  the  twelfth  child,  and  none  of  the  accepted  causes  could  be 
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traced  in  the  ease.  Double  cases  were  rare,  but  they  did  occur, 
and  it  was  difficult  to  account  for  the  paralysis  in  the  one  he 
had  mentioned.  In  reply  to  the  Chairman  (Mr.  Lucas),  he  had 
not  noticed  anything  wrong  w  itli  the  sympathetic.  Two  or  three 
years  ago,  in  writing  a  monograph  himself  on  this  subject,  he 
came  upon  a  very  important  paper  by  Fieux.  The  author  of 
that  said  an  affection  i)f  the  sympathetic  was  very  rare ;  it  only 
occurred  in  one  of  the  cases  collated  by  him.  There  was  no 
evidence  of  damage  to  the  spinal  accessory  and  phrenic  nerves. 

Dr.  Cautley  said  the  case  was  without  doubt  one  of  Erb's 
paralysis  of  the  upper  arm  type.  Recently  three  cases  of  the 
condition  had  been  under  his  care,  but  as  they  were  all  different 
they  were  interesting.  They  were  in  the  first  children  of  coui- 
paratively  young  mothers — twenty-three  or  twenty-four  years  of 
age, — and  they  were  all  head  presentations.  One  was  born  wdth 
moderate  difficulty,  one  wuth  no  difficulty,  the  labour  lasting 
only  two  hours,  and  in  the  third  the  labour  extended  to  thirty-six 
hours.  The  first  was  a  simple  monoplegia  with  flaccidity,  the 
same  muscles  being  affected  as  in  the  present  case.  In  the 
second  case,  in  which  the  child  was  born  without  difficulty  and 
no  instruments  were  used,  it  had  bilateral  paralysis.  There  was 
rigidity,  but  that  was  not  due  to  the  unopposed  action  of  the 
unaffected  muscles,  as  mentioned  by  Dr.  Ash  by,  but  to  s^econdary 
contraction  of  the  affected  muscles.  The  arms  were  abducted 
at  an  angle  of  45°.  The  third  case  he  had  hoped  to  have  shown 
at  the  last  meeting  of  the  Medical  Society  of  London,  but  un- 
fortunately the  child  contracted  broncho-pneumonia  and  had 
since  died.  The  mother  of  that  child  was  thirty-six  hours  in 
labour,  and  birth  occurred  in  the  absence  of  the  doctor,  the 
child  being  black  in  the  face.  In  addition  to  bilateral  upper 
arm  paralysis  without  rigidity  it  had  paralysis  of  both  sterno- 
mastoids  and  the  upper  part  of  the  trapezius,  showing  that 
lx)th  spinal  accessory  nerves  were  affected  ;  and  the  diaphragm 
also  was  parah^sed.  Thus  the  damage  was  much  more  extensive 
than  usual.  He  had  some  material  for  examination,  and  if 
there  was  anything  further  to  report  he  would  do  so.  On  the 
whole  he  thought  the  cause  was  damage  to  the  brachial  plexus 
during  birth,  and  more  especially  the  sixth  nerve-root.  It  had 
not  yet  been  proved  whether  there  was  any  affection  of  the  cord. 
He  would  look  fV^r  paralysis  of  the  sympathetic  in  future  cases 
after  the  remark  of  Dr.  Ashby.  In  these  cases  of  his  tliere 
was  certainly  no  inerpiality  of  the  pupils. 

Dr.  Leonard  Guthrie  said  the  case  was  evidently  one  of 
Erb*8  paralysis.  The  reaction  of  degeneration  was  present, 
which  put  out  of  court  a  cerebral  lesion.  Dr.  Chaffey  noted 
that  the  hsematoma  was  on  the  right  side,  the  side  on  which  the 
arm  was  affected.     If  the  arm  trouble  were  connected  with  a 
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cerebral  injury,  that  injury  would  have  to  be  on  the  side  opposite 
to  the  hsematoma.  He  thought  they  could  dismiss  a  cerebral 
lesion,  and  especially  because  such  a  lesion  would  result  in 
athetosis,  which  appeared  absent.  In  the  cases  he  had  seen 
of  birth  palsy  due  to  a  cerebral  lesion  there  was  more  or  less 
violent  athetosis  of  the  whole  limb. 

Dr.  Chaffey  (Brighton),  in  reply  to  Mr.  Abbott,  said  he  did 
not  see  any  facial  paralysis,  but  the  mother  said  the  child  '*  cried 
only  on  one  side  of  the  face "  before  admission.  There  was  a 
spastic  condition  about  the  fingers  in  addition  to  that  of  other 
parts  of  the  limb,  but  they  were  now  getting  more  supple.  There 
was  now  no  facial  paralysis,  nor  was  there  seven  days  after  birth. 
The  child  was  admitted  with  the  arm  banda«2fed  at  the  side,  but 
next  morning  it  was  found  that  there  was  no  dislocation  ;  it  was 
a  case  of  paralysis  of  the  right  upper  extremity,  and  therefore  was 
transferred  from  the  surgical  to  the  medical  department.  He 
early  examined  the  pupils,  but  found  no  inequality,  and  there  was 
no  sign  of  any  cerebral  lesion.  If  there  were,  it  might  have  been  a 
haemorrhage  in  the  ascending  and  first  frontal  gyri.  He  believed 
the  brachial  plexus  was  injured.  He  understood  from  the  mother 
that  the  case  was  one  of  head  presentation.  He  had  not  seen 
the  medical  man  who  attended  the  case.  The  external  injuries 
were  all  on  the  right  side  of  the  head  and  neck. 


i 


17.  MONOPLEGIA    DUE    TO   AN   INTEA-CEEEBEAL 
LESION. 

By  THEODOEE   FISHEE,  M.D. 

Dr.  Theodore  Fisher  showed  the  photograph  of  a  brain 
showing  a  small  blood-cyst  in  the  upper  part  of  the  right 
lenticular  nucleus.  It  occurred  in  a  child  aged  8  months, 
who  had  died  of  broncho-pneumonia.  The  internal  capsule 
was  uninjured,  but  fibres  passing  from  the  arm  centre  had 
probably  been  destroyed.  No  paralysis  had  been  noticed 
during  the  short  time  the  child  had  been  under  observa- 
tion in  the  Bristol  Royal  Infirmary,  but  inquiry  from  the 
mother  elicited  the  fact  that,  although  the  movements  of 
the  face  had   been  unaffected,  and   both   legs   had   been 
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DESCRIPTION   OF   PLATE    III. 

Illustrating  Dr.  Theodore  Fisher's  case  of  Monoplegia  due  to  an 
Intra-cerebral  Lesion. 

Photograph  of  an  intra-cerebral  blood-cyst.  The  X  is  placed  to 
the  right  of  a  cyst  situated  in  the  lenticular  nucleus,  which  contained 
crystals  of  hsematin  and  hgematoidin.  The  lateral  ventricle  on  that 
side  of  the  brain  is  somewhat  dilated.  The  ependyma  was  much 
stained  with  blood-pigment. 
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kicked  freely,  the  left  arm  had  not  been  moved  from  the 
time  of  birth.  The  labour  had  not  been  a  difficult  one, 
and  microscopical  sections  showed  the  absence  of  endar- 
teritis in  the  vessels  below  the  cyst.  Its  causation  was 
therefore  obscure. 

{Ejchibifed  by  photograph  November  the  IQth,  1900.) 


18.   FOUR    CASES    OF     PRIMARY    THROMBOSIS     OF 
CEREBRAL  VEINS  AND  SINUSES  IN  CHILDREN. 

Br  THEODORE   FISHER,  M.D. 

The  morbid  anatomy  of  hemiplegia  of  acute  onset  oc- 
curring in  children  still  remains  in  great  measure  a 
mystery.  Encephalitis  is  possibly  responsible  for  some 
cases,  while  thrombosis  of  veins  or  arteries  may  be  present 
in  others;  but  post-mortem  evidence  of  the  existence  of 
either  inflammation  of  the  brain  substance  or  of  acute 
affections  of  the  cerebral  vessels  is  small.  Even  in  those 
in.stances  where  the  hemiplegia  has  complicated  acute 
disease  of  serious  nature  necropsies  are  rare.  Thus  in 
thirty  cases  of  hemiplegia  occurring  in  diphtheria  col- 
lected by  Thomas,"*^  only  two  necropsies  are  mentioned. 
In  one  there  was  thrombosis  of  the  middle  cerebral  artery, 
and  in  the  other  a  small  haemorrhage  in  the  lenticular 
nucleus.  In  another  case  of  diphtheria  recorded  by 
Dr.  Edgeworth,t  in  which  I  made  the  necropsy,  throm- 
bosis of  the  basilar  artery  was  present.  Sir  William 
Cxowers  J  has  suggested  thrombosi.s  of  the  cerebral  veins 
as  a  cause  of  infantile  hemiplegia,  and  quotes  a  case 
recorded  by  Angel  Money  of  such  thrombosis  occurring 

*  'American  Journal  of  Med.  Sciences,*  189(i,  vol.  cxi,  p.  384, 

t  '  Lancet/  189fi,  vol.  ii,  p.  I'AKi. 

X  '  Diiicafc«  of  Brain/  second  edition,  p.  462. 
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after  scarlet  fever.  A  case  mentioned  by  Abercrombie  ^ 
is  also  sometimes  referred  to,  but  that  is  by  no  means  a 
clear  example  of  hemiplegia  secondary  to  thrombosis  of 
a  cerebral  vein.  A  more  suggestive  case  is  one  recorded  by 
Handford,t  which  proves  that  primary  thrombosis  may 
occur  in  the  venous  circulation  of  the  brain  of  an  appa- 
rently healthy  child.  But  apart  from  the  question  of 
the  possibility  of  infantile  hemiplegia  being  caused  by 
thrombosis  of  the  cerebral  veins,  the  occurrence  of  such 
thrombosis  is  interesting  on  account  of  its  rarity.  Osier, 
for  example,  has  only  met  with  two  instances,  and  they 
were  associated  with  meningitis. J  In  the  following  cases 
there  was  no  disease  of  the  cerebral  meninges  that  could 
have  been  responsible  for  the  thrombosis. 

Case  1.  History  and  state  on  examination. — A  girl,  aged 
4  years,  was  admitted,  November  the  23rd,  1896,  into  the 
Bristol  Royal  Infirmary,  under  the  care  of  Dr.  Shingleton 
Smith,  suffering  from  ascites  of  short  duration.  Swelling 
of  the  abdomen  had  been  noticed  for  a  week  only.  The 
abdomen  measured  twenty-five  inches  at  the  level  of  the 
umbilicus.  A  week  later  the  distension  of  the  abdomen 
was  one  inch  less.  On  December  the  1st,  at  10.15  p.m., 
the  child  had  an  attack  of  convulsions  which  lasted  three 
minutes.  The  convulsions  were  followed  by  twitchings 
of  the  left  side,  which  persisted  for  eight  hours.  On 
December  the  2nd  and  3rd  twitchings  occurred  again  at 
intervals,  and  on  the  4th  her  mouth  was  noticed  to  be 
drawn  to  the  right.  On  December  the  5th  the  left  upper 
and  lower  extremities  were  found  to  be  paralysed.  It  may 
be  worthy  of  mention  that  on  the  night  of  the  convulsions 
the  temperature  rose  to  100°  F.,  and  on  the  following  day 
it  reached  103°  F.,  but  in  the  course  of  the  next  two  days 
returned  to  the  normal.  In  spite  of  the  hemiplegic  attack 
the  child  in  many  ways  seemed  to    be    improving.     The 

*  *  British  Medical  .Tournal/  1887,  vol.  ii,  p.  1325. 

t  •  Transactions  of  the  Pathological  Society  of  London,'  vol.  xxxviii,  p.  40. 
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abdomen  steadily  decreased  in  size,  and  on  December  the 
19tli  measured  four  and  a  half  inches  less  in  circumference 
than  at  the  time  of  admission.  On  December  the  21st,  how- 
ever, nearly  three  weeks  after  the  onset  of  the  convulsions, 
the  child  complained  of  sore  throat ;  membranous  tonsillitis 
proved  to  be  present,  but  no  diphtheria  bacilli  were  found. 
The  larynx  became  implicated,  and  the  child  died. 

Necropsy. — The  superior  longitudinal  sinus  was  found 
to  contain  partially  decolourised  and  softening  thrombus 
throughout  its  length,  which,  however,  was  not  sufficient 
to  obstruct  more  than  half  the  diameter  of  the  lumen.  On 
removal  of  the  dura  mater  all  the  veins  running  up  to  the 
superior  longitudinal  sinuses  on  the  right  side  of  the  brain 
were  seen  to  be  full  of  pale  thrombus,  and  a  large  number 
of  veins  over  the  left  cerebral  hemisphere  were  also  throm- 
bosed. The  appearance  and  consistence  of  the  clot  in  the 
veins  on  the  two  sides  of  the  brain  did  not  materially 
differ,  but  it  was  evident  from  the  difference  in  aspect 
of  the  convolutions  of  the  two  hemispheres  that  thrombosis 
had  commenced  on  the  right  side.  While  the  convolutions 
of  the  left  side  preserved  a  natural  appearance  except  for 
congestion  of  the  meninges  covering  them,  the  convolutions 
of  the  right  hemisphere  were  greatly  swollen,  and  had 
become  flattened  against  the  dura  mater  by  the  pressure 
to  which  their  increased  size  had  subjected  them.  The 
upper  end  of  the  right  ascending  parietal  convolution 
measured  three  times  as  much  across  as  the  same  con- 
volution on  the  opposite  side.  The  convolutions  most 
affected  were  extremely  soft,  and  dotted  over  with  puncti- 
form  haemorrhages.  The  frontal,  parietal,  and  occipital 
lobes  had  all  suffered,  but  the  upper  parts  of  the  frontal 
and  the  parietal  lobes  were  most  affected.  The  lateral 
sinuses  on  both  sides  also  contained  patches  of  ante- 
mortem  thrombus,  and  the  right  internal  jugular  was 
blocked  throughout  its  course  by  adherent  but  softening 
clot.  Examination  of  the  tympanic  cavities  showed  that 
the  right  contained  mucus  only,  but  the  left  contained 
some  muco-pus.     This,  however,  was  probably  of  recent 
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date,  and  secondary  to  the  membranous  tonsillitis  Avhich 
was  present.  The  peritoneal  cavity  contained  only  a  few 
ounces  of  fluid,  but  well-marked  cirrhosis  of  the  liver  was 
present.  Several  divisions  of  the  portal  vein  contained 
pale  thrombus.  The  blocking  of  these  vessels  had  led  to 
some  congestion  of  the  small  intestine.  There  was  nothing 
noteworthy  in  any  of  the  other  organs  except  the  larynx 
and  bronchi.  Membranous  exudation  extended  from  the 
larynx  to  the  small  bronchial  tubes.  Some  broncho- 
pneumonia of  the  lower  lobes  of  the  lungs  was  present. 

It  is  worthy  of  note  that  the  onset  of  the  cerebral 
symptoms  occurred  nearly  a  month  before  death.  This 
suggests  that  the  cerebral  veins  were  first  affected. 
Thrombosis  of  the  right  jugular  vein  probably  followed 
considerably  later,  and  the  clotting  found  in  the  branches 
of  the  portal  vein  must  have  been  of  quite  recent  origin, 
since  the  ascites  had  been  steadily  disappearing,  and  at 
the  time  of  death  no  longer  existed.  The  presence  of 
diphtheria,  a  disease  which  sometimes  gives  rise  to  ante- 
mortem  clotting,  may  have  led  to  rapid  increase  of  the 
thrombosis.  The  disappearance  of  the  ascites  has  already 
been  referred  to.  Peritoneal  fluid  was  being  rapidly 
absorbed  when  the  hemiplegia  occurred,  and  it  seems 
possible  that  some  organic  body,  absorbed  from  the 
peritoneal  cavity,  may  have  started  the  thrombosis.  Twi(;e 
I  have  seen  extensive  thrombosis  of  pulmonary  veins  in 
chronic  peritonitis  with  effusion.  No  cultures,  however, 
were  taken  from  the  clot  in  this  case,  so  that  the  presence 
of  micro-organisms  cannot  be  excluded,  but  the  discovery 
of  such  organisms  would  not  have  proved  the  primary 
cause  of  the  thrombosis  to  have  been  infection,  since 
microbic  invasion  possibly  followed  the  membranous  ton- 
sillitis. Whatever  may  have  been  the  cause  of  the 
thrombosis  of  the  cerebral  veins,  we  may  with  some 
reason  conclude  that  the  thrombosis  of  the  veins  over 
the  right  cerebral  hemisphere  occurred  at  the  time  of 
the  onset  of  the  convulsions;  and  it  is  also  probable  that, 
had  it  not  been  for   an   attack  of  membranous  tonsillitis 
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and    larviigitis,   the  child  would   have  left  the  iiifirinary 
temporarily  free  from  ascites,  but  with  left  hemiplegia. 

Case  2.  History  and  state  on  exaininatiou. — A  child  aged 
2  years,  was  admitted  into  the  Bristol  Eoyal  Intirmary, 
under  the  care  of  Mr.  Munro  Smith,  in  September,  1897, 
for  noma  of  the  left  cheek.  A  few  days  after  admission  cere- 
bral symptoms,  which  were  thought  to  indicate  meningitis, 
set  in.     Twenty-four  hours  after  their  onset  the  child  died. 

Necropsy. — The  superior  longitudinal  sinus  was  found 
free  from  ante-mortem  clot,  but  the  meningeal  veins  over 
both  hemispheres  were  thrombosed,  the  meninges  intensely 
congested,  and  the  convolutions  studded  with  petechiae. 
Both  lateral  sinuses  contained  a  little  ante-mortem  clot. 
The  right  tympanum  contained  a  little  muco-pus,  but  the 
left  was  quite  free.  Dr.  Symes  found  a  bacillus,  both  in 
the  discharge  from  the  ulcer  on  the  cheek  and  in  a  culture 
taken  from  one  of  the  thrombosed  cerebral  vessels,  which 
he  considered  corresponded  to  the  bacillus  described  by 
Schimmelbusch  as  occurring  in  cases  of  noma. 

The  next  case  is  of  greater  interest,  but  instead  of  the 
superficial  veins  being  affected,  the  choroid  plexuses  and 
veins  of  Galen  were  thrombosed.  The  thrombosis  was 
secondary  to  summer  diarrhoea. 

Case  3.  Hlstoi-y  and  state  on  examination. — A  female 
infant,  aged  5  months,  was  admitted  into  the  Bristol  Royal 
Infirmary,  under  the  care  of  Dr.  Prowse,  for  diarrhcea  and 
vomiting,  on  August  the  5th,  1899.  Four  days  later  spas- 
modic opisthotonos  set  in,  and  continued  at  frequent  inter- 
vals for  forty-eight  hours.  Some  rigidity  of  all  the  limbs 
was  present.  There  was  convergent  squint  of  both  eyes,  and 
some  lateral  and  vertical  nystagmus.  After  the  opistho- 
tonos passed  off,  rigidity  of  the  left  side  remained.  The 
knee-jerks  were  exaggerated  on  both  sides.  The  diarrhoea 
ceased,  but  the  child  remained  ill.  The  temperature, 
which  was  100'4°  F.  on  admission,  continued  high;  it 
reached  106°  F.  on  the  second  day  of  the  opisthotonos,  but 
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it  was  usually  at  some  point  between  103°  F.  and  104°  F. 
On  the  day  of  death,  which  took  place  on  August  the  14th, 
seven  days  after  the  onset  of  the  opisthotonos,  the  tem- 
perature rose  to  106°  F. 

Necropsy. — The  exterior  of  the  brain  presented  a  per- 
fectly  normal   appearance.      No  tubercles  were  present, 
and  there  was  no  trace  of  meningitis.     The  arteries  and 
veins  were  everywhere  quite  normal  and  free  from  ante- 
mortem  thrombus.      On  resting    the  brain   upon  its  base 
the  cerebral  hemispheres  fell  apart,  owing  to  softening  of 
the    corpus    callosum.      The    exposed    ependyma   of    the 
lateral    ventricles    was    much    congested,    and    the    brain 
substance  in  places  dotted  over  with  punctiform  haemor- 
rhages.    Further  examination  showed  the  veins  of  Galen 
to  be  distended  with  pale  ante-mortem  clot.     The  choroid 
plexuses    presented    an    unusual   appearance.      The    left 
choroid  plexus  was  five  or  six  times  its  normal  size,  and 
the  right  also  was  much   enlarged.       Both   were    a   dirty 
white  colour,  and  the  surface  of  each  was  smooth  compared 
with  that  of  a  normal  choroid    plexus.     The  appearance 
was  found  to  be  due  to  their  distension  with  hard  thrombus. 
A  few  small  thrombi  stood  out  from  the   commencement 
of  the  straight  sinus,  but  the  sinus  itself  was  free  from 
ante-mortem  clot.     All    the  other   sinuses  were  also  free 
from    ante-mortem    thrombus.       The    optic    thalami   were 
softened,  but  there  was  no  haemorrhage  into  their  substance. 
Both  tympanic  cavities  contained  a  little  muco-pus.     Some 
broncho-pneumonia  was  present  at  the  bases  of  both  lungs, 
but  none  of  the  other  organs  presented  anything  abnormal. 
Unfortunately  the  intestines  had  been  washed  out  before 
cover-slip  preparations  had  been  obtained.     Cultures  from 
the  thrombosed  plexuses  proved  sterile.     Microscopic  sec- 
tions of  a  thrombosed  choroid  plexus  showed  the  venous 
spaces  filled  with  granular  disinteg'rating  clot.     In  many 
of  the   arterioles  similar   disintegrating  clot  was  present, 
but    others    showed   normal    blood-cells.       The   villi  were 
glued  together  by  fibrinous  exudation,  which  in  some  parts 
was  still  fibrinous,  but  in  others  granular.     In  many  places 
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the  epithelium  over  the  villi  was  proliferating,  and  desqua- 
mated cells  were  entangled  in  the  fibrinous  exudation.  No 
micro-organisms  could  be  discovered. 

Although  no  micro-organisms  were  discovered  in  the 
thrombosed  plexuses,  it  seems  probable  that  the  thrombosis 
was  produced  by  bacterial  invasion  from  the  intestine.  In 
connection  with  this  point  it  may  be  worthy  of  mention  that 
the  previous  summer  in  a  case  of  death  from  summer 
diarrhoea  in  a  child  in  which  thrombosis  of  the  right  renal 
vein  was  found,  cultures  from  the  thrombus  showed  strep- 
tococci, and  cover-slip  preparations  from  the  contents  of 
the  small  intestine  also  showed  streptococci.  The  presence 
of  marked  opisthotonos  in  this  case  is  possibly  of  some 
interest.  Dr.  Herringham  has  recorded  a  case  in  which 
a  small  glioma  in  the  centre  of  the  iter  gave  rise  to  attacks 
of  this  rigidity,  and  has  suggested  that  it  is  produced  by 
irritation  of  the  grey  matter  which  is  continued  upwards^ 
from  the  spinal  cord.*  It  is  of  interest  to  note  in  this 
connection  that  Dr.  Goodall  has  recorded  a  case  of  throm- 
bosis of  the  veins  of  Galen  and  choroid  plexuses  in  a  girl, 
aged  eight  years,  recovering  from  scarlet  fever,  in  which 
general  rigidity  followed  convulsions,t  and  in  another  case 
occurring  in  a  woman  aged  twenty-five,  recorded  by  Gibson 
and  Stewart,  J  opisthotonos  was  present. 

Case  4.  History  and  state  on  examination. — A  boy, 
aged  11  months,  was  admitted  into  the  Bristol  Royal  In- 
firmary, under  the  care  of  Dr.  Shingleton  Smith,  on 
February  the  23rd,  1900,  with  broncho-pneumonia.  He  had 
been  ill  for  a  week.  He  was  drowsy  when  admitted.  His 
head  was  held  somewhat  retracted  during  the  first  week 
he  was  in  the  Infirmary,  but  no  symptoms  manifested 
themselves  which  led  to  the  suspicion  of  any  cerebral 
affection.  The  drowsiness,  however,  continued.  The  tem- 
perature was  raised,  sometimes  nearly  reaching  105°  F.^ 

♦  'St.  Bartholomew's  Hospital  Keports,'  rol.  xxxvi,  p.  31. 
t  *  Clinical  Society's  TrHnsactions/  vol.  xxx,  p.  139. 
X  '  Edinburgh  Hospital  Keports/  vol.  iii,  p.  454. 
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but  occasionally  dropping  to  the  normal,  or  even  below. 
He  died  three  weeks  after  admission. 

Necropsy. — On  opening  the  dura  mater  an  excessive 
amount  of  cerebro-spinal  fluid  flowed  away.  Several  of 
the  cerebral  veins  contained  the  long  ribbon-like  pale 
thrombi  not  infrequently  seen,  which,  if  not  entirely  post 
mortem,  must  be  formed  very  shortly  before  death.  In 
addition  to  these  flat  thrombi,  thrombosis  of  more  definite 
ante-mortem  character  was  present.  A  vein  over  the 
centre  of  the  right  parietal  lobe  was  distended  with  hard 
pale  ante-mortem  clot.  The  left  middle  cerebral  vein  was 
also  fully  distended  with  hard  stratified  pale  thrombus, 
and  equalled  a  quill  pen  in  diameter.  The  superior  lon- 
gitudinal sinus  was  quite  free  from  ante-mortem  clot;  the 
straight  sinus  was  also  free,  but  attached  to  the  anterior 
•end  of  the  straight  sinus  were  two  thrombi  apparently 
drawn  from  the  veins  of  Gralen.  In  the  left  lateral  sinus, 
where  it  passes  below  the  tentorium  cerebelli,  was  a  star- 
shaped  thrombus  drawn  out  of  veins  entering  from  the 
occipital  lobe.  The  sinus  was  partially  filled  with  ante- 
mortem  clot  at  this  point  for  the  space  of  about  half  an 
inch,  but  elsewhere  was  free.  There  was  no  ante-mortem 
thrombus  in  the  right  lateral  sinus,  but  the  left  cavernous 
sinus  contained  mixed  ante-mortem  and  post-mortem  clot. 
There  was  some  congestion  of  the  meninges  in  the  neigh- 
bourhood of  the  thrombi.  No  distension  of  the  ventricles 
was  present.  Both  tympanic  cavities  contained  pus,  but 
this  is  so  common  an  occurrence  in  acute  diseases  in 
children,  that  any  relation  to  the  thrombosis  of  the  cerebral 
veins  must  be  considered  doubtful.  The  upper  lobe  of  the 
right  lung  was  solid  throughout,  but  of  the  mottled 
character  which  frequently  distinguishes  a  confluent 
broncho-pneumonia  from  a  fibrinous  pneumonia,  and  in 
this  case  there  were  also  three  or  four  small  areas  of 
•commencing  suppuration.  There  was  nothing  else  note- 
worthy except  in  the  large  intestine,  where  the  solitary 
follicles  were  much  swollen,  and  here  and  there  small  islets 
of  swollen  mucous  membrane  surrounded  several  enlarged 
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follicles.      Cultures  from. the  thrombosed  veins  and  from 
the  lungs  showed  the  presence  of  streptococci. 

In  this  case  the  absence  of  localising  symptoms  was 
noteworthy.  The  middle  cerebral  vein  was  completely 
blocked  by  the  thrombus,  and  although  the  clot  was  not 
commencing  to  break  down,  it  was  stratified,  and  probably 
had  been  in  process  of  deposition  during  several  days 
before  death.  There  was,  however,  little  congestion  of  the 
meninges  in  the  neighbourhood,  and  no  evidence  of  soften- 
ing of  the  brain  substance. 

Two  at  least  of  the  above  cases  illustrate  the  fact  that 
thrombosis  of  the  cerebral  veins  and  sinuses  may  be  a  cause 
of  cerebral  symptoms  when  they  arise  as  a  complication  of 
disease  in  children.  Especially  is  this  likely  to  be  the  case 
when  the  disease  is  one  in  which  micro-organisms  may 
obtain  access  to  the  circulation.  In  two  of  the  above 
cases  micro-organisms  were  found  in  the  thrombus,  and  in 
a  third,  although  not  discovered,  they  were  probably  present. 
In  the  remaining  case  micro-organisms  were  not  looked  for, 
and  although  we  have  thought  it  probable  that  thrombosis 
occurred  independently  of  infection,  we  have  no  proof 
that  such  infection  was  absent. 

A  more  interesting  question  than  the  causation  of  throm- 
bosis of  cerebral  veins  in  children  is  the  possibility  of  this 
thrombosis  being  a  lesion  which  may  give  rise  to  hemiplegia 
in  a  healthy  child.  In  one  of  the  above  cases  hemiplegia 
resulted  from  thrombosis,  which  in  the  character  of  its 
onset  resembled  some  cases  of  infantile  hemiplegia.  Gener- 
ally the  paralysis  develops  more  rapidly,  but  apparently 
thrombosis  of  cerebral  veins  may  occasion  hemiplegia, 
which  sets  in  suddenly.  A  brief  history  referring  to  a 
specimen  recently  added  to  the  St.  Bartholomew's  Hospital 
Museum  illustrates  this  point.  The  thrombosis  occurred 
not  in  a  child,  but  in  a  woman  aged  24  years.  The  age  of 
the  patient  does  not,  however,  materially  detract  from  the 
value  of  one  feature  of  the  case. 

After  suffering  from  headache  and  pain  in  the  back  for 
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a  week  she  was  admitted  to  the  Brook  Fever  Hospital, 
Shooter's  Hill.  Within  five  hours  of  admission  she  was 
seized  with  complete  right  hemiplegia  and  aphasia/ without 
loss  of  consciousness.  Epileptiform  fits  followed,  but  she 
did  not  lose  consciousness  until  just  before  death,  which 
occurred  five  days  later.  The  superior  longitudinal  sinus 
and  right  lateral  sinus  were  found  thrombosed,  together 
with  many  of  the  surface  veins  opening  into  them.^ 

Yet  although  the  hemiplegia  set  in  suddenly  in  this  case 
it  had  been  preceded  by  headache,  and  thus  differs  from 
most  cases  of  hemiplegia  occurring  in  children  who  are  old 
enough  to  complain  of  their  ailments.  A  perusal  of  a  few 
of  the  recorded  cases  of  thrombosis  of  cerebral  veins  and 
sinuses  occurring  in  adults  seems  to  show  that  headache 
which  lasts  for  some  days  almost  invariably  precedes  any 
local  or  general  convulsions.  This  appears  to  be  the  case 
even  when  the  thrombosis  is  limited  to  cerebral  veins.t 

In  a  case,  however,  occurring  in  a  child,  a  girl  aged  7 
years,  recorded  by  Dr.  Phear,  the  first  symptom  appears 
to  have  been  toothache,  which  preceded  unconsciousness  of 
sudden  onset  only  by  a  few  hours,  J  and  in  another  case 
recorded  by  Sir  Dyce  Duckworth,  in  a  girl  aged  14  years, 
localised  convulsions  of  the  left  hand  occurred  as  a  symptom 
of  thrombosis  of  the  superior  longitudinal  sinus  and  the 
veins  entering  it  from  the  right  side  of  the  brain  on  the 
day  headache  was  first  complained  of.  In  this  case,  how- 
ever, the  focal  symptoms  set  in  with  much  greater  severity 
the  following  day.  They  were  ushered  in  by  a  scream,  but 
were  associated  with  no  loss  of  consciousness. §  In  Phear's 
case  the  child  also  screamed  at  the  onset  of  the  cerebral 
attack.  Twice  I  have  known  mothers  describe  the  onset  of 
unconsciousness  preceding  hemiplegia  in  a  child  in  appa- 
rently  good  health  as  being  ushered  in  with   a   scream. 

*  *  St.  Bartholomew's  Hospital  Reports,'  vol.  xxxvi,  p.  308. 
t   Vide  a  case  recorded  by  Richardson,  '  Journal  of  Mental  and  Nervous 
Diseases/  1897,  p.  403. 

"l  'Clinical  Society's  Transactions,'  vol,  xxxi,  p.  5. 
§  Ibid.,  vol.  xxiii,  p.  101. 
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One  does  not  lay  any  stress  upon  this.  A  fit  due  to  any 
cause  may  announce  its  onset  by  a  scream,  but  Phear's 
case  is  interesting  as  showing  that  even  thrombosis  of  a 
cerebral  vein  or  sinus  may  manifest  its  presence  by  an 
attack  of  apoplectic  suddenness,  resembling  that  seen  in 
infantile  hemiplegia. 

Allowing,  however,  that  thrombosis  of  a  vein  may  give 
rise  to  cerebral  symptoms  of  acute  onset,  the  cause  of  the 
thrombosis  has  still  to  be  considered.  When  the  throm- 
bosis occurs  as  a  complication  of  some  disease,  although 
the  immediate  factor  in  the  causation  of  the  ante-mortem 
clotting  may  not  be  obvious,  its  presence  is  comparatively 
easy  of  explanation.  Thrombosis  of  a  cerebral  vein  or 
sinus  in  a  healthy  child  is  an  occurrence  more  difficult  to 
understand,  especially  if  it  manifest  itself  without  being 
preceded  by  symptoms  that  suggest  even  indisposition. 
Infection  of  some  kind  would  be  the  most  probable  cause 
<jf  the  thrombosis,  and  one  would  expect  more  or  less  indi- 
cation of  an  abnormal  state  of  the  blood  before  clotting  in 
a  vein  takes  place. 

Yet  this  point  cannot  be  strongly  urged  against  the  view 
that  thrombosis  is  the  cause  of  infantile  hemiplegia.  Con- 
sideration of  other  morbid  conditions  of  the  blood  due  to 
infection — for  example,  some  varieties  of  purpura — shows 
that  they  may  display  themselves  suddenly  without  warn- 
ing. If,  however,  thrombosis  of  cerebral  veins  of  infective 
origin  be  the  cause  of  infantile  hemiplegia,  one  would 
expect,  in  at  least  a  small  percentage  oJP  cases,  that  the 
thrombosis  would  be  progressive,  and  lead  to  a  fatal  ending. 
It  is  scarcely  necessary  to  remark  that  such  an  event  is 
virtually  unknown.  Yet  it  must  be  remembered  that  even 
when  hemiplegia  occurs  as  a  complication  of  some  acute 
disease,  and  in  such  cases  vascular  thrombosis  is  known  to 
exist,  the  great  majority  of  the  children  attacked  recover. 

A  possible  explanation  for  the  thrombosis  might  be  that 
it  is  set  up,  not  by  a  blood  infection,  but  by  a  toxin 
absorbed  from  the  stomach  or  intestines.  Belief,  however, 
in  such  an  origin   would  not  enable  one  more  readily  to 
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understand  some  of  the  features  of  infantile  hemiplegia. 
It  would  not  be  clear  why  the  dose  of  toxin  should  always 
be  sufficient  only  to  cause  clotting  limited  to  a  few  cerebral 
veins,  and  why  it  should  not  be  repeated  more  than  once 
during  childhood. 

We  have  been  speaking  of  ante-mortem  clotting  in  the 
veins.  It  is  more  easy  to  believe  that  thrombosis  may 
occur  in  a  healthy  cerebral  vein  than  in  a  healthy  cerebral 
artery,  but  the  occasional  occurrence  of  thrombosis  in  a 
cerebral  artery  as  a  complication  of  some  febrile  states  in 
children  shows  that  arterial  thrombosis  must  be  considered 
as  one  of  the  possible  causes  of  infantile  hemiplegia. 

If,  however,  the  theory  of  cerebral  vascular  thrombosis 
as  a  cause  of  infantile  hemiplegia  be  rejected,  it  seems 
necessary  to  look  upon  the  presence  of  encephalitis  as 
the  only  reasonable  alternative.  Here  again  we  meet  with 
difficulty.  Although,  when  viewed  from  the  clinical 
standpoint,  infantile  hemiplegia  may  not  very  closely 
resemble  most  of  the  recorded  cases  of  thrombosis  of 
cerebral  veins  and  sinuses,  it  has  still  less  in  common  with 
the  descriptions  of  cases  of  encephalitis.  In  inflammation 
of  the  brain  substance  premonitory  symptoms  are  well 
marked,  unconsciousness  or  mental  confusion  is  prolonged, 
while  the  focal  symptoms  are  variable,  and  often  long  in 
making  their  appearance.  If  encephalitis  be  the  cause  of 
infantile  hemiplegia,  it  must  be  encephalitis  of  specific 
character. 

[Since  writing  the  above  a  case  has  been  under  my  care 
at  the  Bristol  Children's  Hospital  that  seems  to,  lend 
support  to  the  vascular  thrombosis  theory  of  infantile 
hemiplegia.  A  girl  aged  ten  years,  who  was  brought  to 
the  out-patient  department  for  some  slight  ailment,  had  a 
large  tortuous  vein  running  up  from  the  centre  of  the 
right  groin  over  the  right  half  of  the  abdomen.  This  was 
said  to  have  appeat-ed  when  the  child  Avas  eighteen  months 
of  age,  towards  the  end  of  an  attack  of  repeated  convul- 
sions, associated  with  unconsciousness,  of  a  week's  duration. 


THROMBOSIS   OF  CEREBRAL   VEINS,  55 

The  right  leg  and  thigh  were  much  swollen  at  the  time  the 
enlaro-ed  vein  was  first  noticed.  The  child  is  now  weak- 
minded.  She  cannot  read  or  be  trusted  with  the  most 
simple  errand.  Before  the  convulsions,  however,  she  is 
said  to  have  been  bright  and  intelligent,  and  could  say 
several  words.  It  may  be  of  interest  to  add  that  the 
mother  attributed  the  convulsions  to  the  falling  of  the 
child  into  a  dirty  stream  two  or  three  weeks  before  their 
onset.  The  child  was  nearly  drowned,  and  after  being 
pulled  out  vomited  much  dirty  water.  In  this  case  it  is 
obvious  that  blockage  of  the  right  external  or  common 
iliac  vein  is  present,  which  may  with  reason  be  attributed 
to  thrombosis  occurrirg  at  the  time  the  enlarged  abdo- 
minal vein  was  first  noticed.  The  evidence  of  thrombosis 
in  one  vein  suggests  that  the  associated  cerebral  symptoms 
were  due  to  thrombosis  within  the  cranial  cavity.  This 
thrombosis  may  have  been  of  an  infective  nature  consequent 
upon  the  entrance  of  micro-organisms  contained  in  swal- 
lowed dirty  water  into  the  blood.] 

(Read  November  the  16th,  1900.) 

Discussion. 

The  Chairman  (Mr.  Clement  Lucas)  said  they  were  all 
greatly  indebted  to  Dr.  Theodore  Fisher  for  reading  his  admir- 
able i>aper.  He  hoped  the  Society  would  encourage  the  delivery 
of  such  papers.  In  order  to  avoid  leaving  such  papers  until  just 
at  the  close  of  a  meeting,  he  thought  it  would  be  well  if  some 
meetings  could  be  held  for  the  hearing  of  i:)apers,  and  others  for 
pathological  specimens.  He  apologised  to  Dr.  Fisher  from  the 
Chair  for  the  small  attendance  to  hear  his  paper,  owing  to  the 
lateness  of  the  hour.  He  hoped  they  would  be  able  to  do 
justice  to  the  paper  when  it  appeared  in  the  *  Reports.' 

Dr.  George  Carpenter  said  he  thought  Dr.  Fisher's  paper 
was,  from  a  medical  point  of  view,  of  the  greatest  ])ossible 
interest,  and  he  felt  disaj^pointed  that  they  were  deprived  of 
the  opportunity  of  hearing  other  physicians  discuss  it.  He  had 
never  seen  a  case  similar  to  the  one  narrated.  He  hoped  to 
obtain  full  benefit  from  the  paper  in  the  '  Reports.'  There  was 
80  much  in  it  that  was  of  interest,  and  it  was  a  matter  for  regret 
that  the  limited  time  at  Dr.  l-isher's  disposal  necessitated  so 
hurried  and  meagre  an  abstract  of  the  results  of  his  observations. 
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19.  A   CASE   OF  MYOSITIS   OSSIFICANS. 

By  MOELEY  FLETCHER,  M.D. 
(Introduced.) 

The  case  was  that  of  a  boj*,  aged  9  years,  who  had  suffered 
for  two  years  from  increasing  stiffness  of  the  arms  and 
shoulders.  There  was  no  history  of  injury.  The  muscles 
of  the  neck,  shoulders,  and  upper  arms,  and  one  rectus 
abdominis,  contained  extensive  bony  masses.  There  was 
also  present  the  condition  of  the  great  toes  so  often 
associated  with  myositis  ossificans,  namely,  microdactyly. 
Both  great  toes  were  of  small  size,  and  the  terminal 
phalangeal  joints  in  both  were  anchylosed.  A  point  of 
great  interest  in  the  case  was  the  association  of  numerous 
exostoses.  There  were  several  on  the  bones  of  the  head, 
one  on  the  hand,  and  one  on  each  tibia. 

With  regard  to  the  pathology  of  the  disease,  it  was  very 
obscure.  He  looked  upon  it  as  an  abnormal  condition  of 
the  mesoblast,  that  from  which  the  mesoblastic  structures 
were  formed,  and  as  related  to  the  condition  of  multiple 
exostoses  and  to  multiple  n euro-fibromata,  rather  than  an 
inflammatory  condition  of  muscle.  There  liad  recently 
appeared  in  the  '  American  Journal  of  Medical  Science '  an 
interesting  paper  on  the  condition  by  Miss  de  Witt,  who 
had  collected  the  full  seventy-eight  cases  which  had  been 
related  up  to  that  time.  In  70  per  cent,  of  those  cases 
there  was  the  condition  of  microdactyly,  i.  e.  the  great  toe 
was  shorter  than  any  of  the  other  roes.  There  was  also 
anchylosis  of  the  teiminal  phalangeal  joint.  The  patient 
was  skiagraphed  at  St.  George's  Hospital,  and  the  photo- 
graph showed  there  was  no  absence  of  the  phalanx ;  it  was 
simply  a  synchondrosis.  The  boy  also  had  thickening  of 
the  bridge  of  the  nose. 

[Exhibited  January  the  \8th,  1901.) 
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Discussion. 

Mr.  Abbott  asked  whether,  in  the  other  recorded  cases,  there 
had  been  exostoses  at  the  epiphysial  line  apart  from  the 
ordinary  exostoses ;  i.  e.,  at  the  inner  side  of  the  tibia. 

Dr.  Lewis  (Folkestone)  asked  how  long  such  cases  lasted, 
and  what  was  the  prognosis.  Could  nothing  be  done  for  the 
relief  or  cure  of  the  condition  ? 

Dr.  Cautley  thought  Dr.  Morley  Fletcher's  case  an  extremely 
interesting  one,  especially  on  account  of  the  association  of 
exostoses  with  calcification  of  muscles.  One  often  saw  cases  of 
multiple  exostoses,  sometimes  in  several  members  of  one  family, 
but  he  had  never  yet  encountered  a  case  in  which  the  two  con- 
ditions mentioned  were  co-existent.  He  had  not  seen  Miss  de 
Witt's  paper,  and  would  be  glad  to  hear  whether  there  was' 
such  an  association  of  conditions  in  any  of  the  cases  there 
recorded.  Could  Dr.  Fletcher  also  say  whether,  in  any  of  the 
recorded  cases,  there  was  any  change  in  the  character  of  the 
urine,  either  in  regard  to  acidity  or  the  proportion  of  lime  salts? 

Mr.  Clement  Lucas  asked  whether  Dr.  Morley  Fletcher  had 
attempted  anything  in  the  way  of  treatment  of  the  case.  It 
was  usual,  as  soon  as  bony  growths  appeared,  to  give  up  hope  in 
the  case.  He  thought  by  putting  such  children  into  the  same 
state  (as  regarded  food)  as  those  children  who  had  rickets,  i.e., 
withholding  lime  salts,  there  might  be  a  tendency  to  the  absorp- 
tion of  the  superfluous  bone.  In  other  words,  might  not  the 
production  of  artificial  rickets,  by  the  withholding  of  parts  of 
the  diet  which  produced  bone,  be  justifiable  in  such  cases  ? 

The  Chairman  (Dr.  Dawson  Williams)  said  one  point  on 
which  he  would  like  information  had  not  been  referred  to, 
namely,  what  was  the  common  age  at  which  the  condition  com- 
menced ?  In  the  only  two  cases  of  which  he  had  carefully  read 
the  reports,  the  patients  were  older  than  the  present  one ; 
indeed,  one  was  an  adult  when  the  condition  became  established. 

Dr.  Morley  Fletcher  (introduced),  in  reply,  said  he  believed 
the  present  case  to  be  one  of  the  few  where  multiple  exostosis  was 
associated  with  a  calcified  condition  of  the  muscles.  He  had  not 
seen  a  description  of  any  other  case  having  a  large  number  of  exos- 
toses, but  had  seen  them  with  a  single  bony  outgrowth  of  a  car- 
tilaginous nature.  With  regard  to  Dr.  Cautley's  question  about 
lime  salts  in  the  urine,  no  quantitative  analysis  of  the  urine  had 
been  made,  but  it  should  be  carried  out.  He  had  not  seen  any 
record  of  a  case  in  which  the  urine  was  stated  to  have  been 
altered.  In  reply  to  Dr.  Dawson  Williams,  the  age  at  which  the 
condition  usually  appeared  was  seven  or  thereabouts.  It  was 
very  difficult  to  speak  of  the  ultimate  duration  of  such  cases. 
He  saw  in  Vienna  a  case  which  lived  to  adult  age,  but  by  that 
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time  scarcely  a  muscle  had  escaped  calcification.  When  it 
began  in  the  adult  it  wa«  not  due  to  true  myositis  ossificans 
progressiva,  but  was  myositis  with  the  formation  of  osseous 
tissue,  which  was  preceded  by  some  chronic  inflammatory  pro- 
cess, such  as  in  connection  with  tuberculous  glands.  That  was 
very  distinct  from  the  present  disease,  which  was  a  true  bony 
formation,  not  simply  calcification,  as  some  believed.  Of  course 
it  would  be  possible  to  try  the  effect  of  administering  lactic 
acid,  but  he  thought  it  would  only  result  in  dissolving  out  some 
of  the  calcium  salts  if  the  ancient  view  of  rickets  weie  correct, 
though  he  believed  it  was  not. 


20.  A  NERVE   CASE   OF  DOUBTFUL   ORIOIN. 

By  MOELEY  FLETCHEE,  M.D. 

(Introduced.) 

A  BOY,  aged  11  years,  for  two  years  past  had  been  losing* 
interest  in  his  school  work,  and  had  occasional  incontinence 
of  urine.  Unsteadiness  of  gait,  with  dragging  of  the  right 
leg,  had  existed  for  nine  months,  and  was  steadily  increasing. 
The  boy  was  obese.  There  was  no  muscular  wasting; 
speech  was  halting  and  deliberate.  There  was  slight 
lateral  nystagmus.  The  optic  discs  showed  slight  swelling 
with  distinct  atrophy,  the  atrophy  being  apparently  post- 
neuritic. There  was  obvious  intention  tremor  of  the  arms. 
The  knee-jerks  were  greatly  increased,  especially  on  the 
right  side,  but  there  was  no  ankle-clonus.  There  was 
distinct  inco-ordination  of  the  lower  extremities.  Dr. 
Fletcher  discussed  the  diagnosis  of  the  case,  and  considered 
that  it  lay  between  disseminated  sclerosis  and  cerebral 
tumour.  He  regarded  the  former  as  the  more  probable 
explanation  of  the  condition. 

{Exhibited  January  the  ISth,  1901.) 

Discussion. 

Dr.  Sutherland  asked  whether  there  was  any  possibility  of 
the  thyroid  being  affected,  and  whether  the  temperature  had 
been  subnormal. 
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Mr.  Sydney  Stephenson  sai<l  it  would  be  interesting  to 
know  whether  the  tields  of  vision  had  been  tested,  and  if  so, 
whether  any  alterations  in  them  had  been  noted.  Alterations 
in  the  field,  either  for  white  or  for  coloured  light,  was  common 
in  older  people  the  subjects  of  disseminated  sclerosis.  He 
would  also  be  glad  to  know  whether  the  optic  atrophy  involved 
the  whole  of  the  disc,  or  only  the  outer  half,  or  outer  third  of  it. 
Had  there  been  any  alteration  in  the  sight  from  time  to  time  ? 
The  sight  of  people  haviug  that  form  of  optic  atrophy  was 
known  to  vary  very  much  at  different  examinations  ;  at  one 
time  the  patient  could  see  only  large  objects,  while  at  another 
the  vision  would  perhaps  be  g%. 

Dr.  Fletcher  Beach  said  he  would  like. to  hear  whether  any 
treatment  had  been  adopted  in  the  case.  It  also  occurred  to 
him  to  ask  a  question  about  the  thyroid.  If  the  fat  was 
increasing  would  it  not  be  advisable  to  try  the  administration 
of  thyroid  extract  ?  He  had  tried  it  in  the  adult  in  many  cases 
lately,  and  with  great  success. 

Dr.  Leonard  Guthrie  thought  the  patient  very  young  for 
disseminated  sclerosis,  as  it  did  not  usually  occur  before  the 
first  decade.  The  symptoms  and  general  appearance  of  the 
disease  were  more  suggestive  to  him  of  Little's  disease.  He 
did  not  notice  in  the  naiTation  of  the  case  whether  there  was 
any  family  history  of  nerve  disease,  though  its  absence  would 
not  preclude  the  possibility  of  Little's  disease,  as  it  sometimes 
hapi^ened  that  the  tendency  to  disease  was  more  marked  in  a 
subsequent  generation.  The  only  other  j^ossibility  was  that  it 
might  be  a  case  of  Friedreich's  disease.  He  would  also  like  to 
hear  whether  any  lateral  sclerosis  was  i^resent.  He  inclined 
to  the  diagnosis  of  Little's  disease. 

Dr.  Morley  Fletcher  (introduced) ,  in  reply,  said  it  was  diffi- 
cult to  get  information  about  the  thyroid  in  this  child,  as  it  was  so 
fat.  The  temperature  was  normal  for  a  child  of  that  age ;  it  had 
never  been  subnormal  while  the  jjatient  was  under  observation. 
He  was  gaining  weight.  The  fields  of  vision  had  not  been 
taken;  they  ha^  not  the  requisite  apparatus  in  the  hosi:)itcil. 
He  would  be  glad  if  Mr.  Stephenson  would  give  him  the  benefit 
of  his  special  knowledge  in  that  direction.  The  vision  was  very 
bad  in  one  eye,  and  far  from  good  in  the  other.  No  reliance 
could  be  placed  on  the  patient's  answers,  as  he  was  very  neurotic, 
but  it  was  believed  that  the  sight  was  now  worse  than  when  he 
was  first  admitted.  The  patient  had  not  b^en  given  thyroid, 
but  for  two  months  had  been  taking  iodide  of  potassium.  He 
would  commence  giving  thyroid.  There  was  no  family  history 
of  any  neurosis  or  syphilis.  With  regard  to  the  diagnosis,  he 
had  markedly  increased  knee-jerks,  but  there  was  no  lateral 
sclerosis.     He  did  not  think  it  was  a  case  of  Little's  disease. 
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because  of  the  marked  rigidity  generally  present  in  that  con- 
dition. The  child  had  increased  knee-jerks  and  slight  spasticity, 
but  not  the  rigidity  usually  associated  with  cortical  sclerosis. 
It  was  not  uncommon  for  disseminated  sclerosis  to  begin  in  the 
young  on  the  Continent. 


21.  MULTIPLE   ARTHRITIS   ?  GONORRHCEAL   IN 
NATURE. 

By  H.  BETHAM   ROBINSON,  M.S. 

F.  H — ,  a  little  boy  aged  4^  years_,  was  admitted  to  the 
East  London  Hospital  for  Children  in  July,  1900,  with 
swelling  of  several  joints.  About  nine  months  before 
swelling  started  in  two  toes,  a  finger,  and  the  right  knee,  of 
gradual  progress.  The  child  then  had  whooping-cough, 
and  the  disease  spread  to  other  joints. 

He  had  walked  well  from  a  year  and  ten  months  up  to 
three  years,  then  the  lesions  appeared,  and  at  the  same 
time  he  developed  whooping-cough,  which  he  has  had 
ever  since.  The  family  history  was  of  no  account  beyond 
the  father  being  said  to  be  rheumatic. 

On  admission  he  had  an  "  adenoid  "  expression  and  some 
enlargement  of  glands  at  the  angles  of  the  jaw ;  the 
presence  of  adenoids  was  confirmed  by  the  finger.  The 
joint  lesions  were  as  follows  : 

Upper  extreinity. — Rigid  -side. — The  ring  finger  was 
fusiformly  swollen  about  its  proximal  half,  the  greatest 
diameter  being  at  the  first  interphalangeal  joint,  with 
bony  thickening  over  the  adjacent  phalanges.  The  right 
hand  deviated  to  the  inner  side,  and  the  wrist-joint  was 
much  swollen,  especially  dorsally  and  on  the  outer  side. 
The  movements  were  limited,  accompanied  by  slig'ht 
grating,   but   with   no    pain.     The    second   joint    showed 
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thickening   of    synovial    membrane    without    fluid,    with 
restricted  movement.     The  shoulder-joint  was  normal. 

Left  side. — The  metacarpo-phalangeal  joint  of  the  thumb 
was  swollen,  and  also  the  metacarpo-phalangeal  joint  of  the 
middle  finger.  The  wrist  was  normal.  Both  the  elbow 
and  shoulder  joints  were  pulpy,  with  apparent  bony 
thickening  about  the  joint  margins. 

Lower  extremity. — Rigid  side. — The  proximal  inter- 
phalangeal  joints  of  the  great  and  middle  toes  and  both 
interphalangeal  joints  of  the  little  toe  were  enlarged. 

Left  side. — Marked  enlargement  of  the  proximal  inter- 
phalangeal joint  of  the  second  toe,  and  of  both  joints  of  the 
little  toe. 

On  both  sides  the  hip-joints  were  flexed,  and  any  move- 
ment very  limited.  On  attempting  extension  there  was 
considerable  resistance,  and  lordosis  was  produced.  Both 
knee-joints  were  much  swollen,  due  chiefly  to  the  synovial 
membrane,  without  effusion ;  the  knees  were  flexed,  and 
there  was  some  dropping  back  of  the  tibia  and  outward 
rotation.  Both  ankles  showed  thickened  synovial  mem- 
brane, especially  on  the  left  side. 

The  back  showed  a  long  posterior  curve,  with  some 
limitation  in  movement. 

Over  all  the  joints  there  was  neither  redness  nor 
especial  tenderness. 

The  outline  of  the  pupil  of  the  right  eye  Avas  somewhat 
irregular,  and  there  was  slight  opacity  on  the  anterior  face 
of  the  left  lens.  Both  pupils  responded  very  slightly  to 
atropine,  and  both  were  irregular. 

There  was  no  evidence  of  congenital  syphilis,  and  no 
history  of  any  gonorrhoeal  infection,  although  the  state  of 
the  joints  strongly  resembled  those  met  with  in  adults 
from  that  disease. 

On  July  the  20th  four  doses  of  tuberculin  B  were  ad- 
ministered without  any  reaction. 

An  extension  of  2  lbs.  was  put  on  each  leg  on  July  the 
23rd,  but  this  was  badly  borne,  and  had  to  be  given  up  in 
favour  of  massage. 
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The  child  after  this  was  discharged,  but  was  readmitted 
to  the  hospital  on  December  the  13th,  and  was  in  the  same 
condition  as  when  he  left. 

His  temperature  was  always  normal,  and  his  urine  was 
not  albuminous.  {Exhibited  January  the  18th,  1901.) 

Discussion. 

Dr.  C.  W.  Chapman  asked  what  the  diet  was.  It  might  be 
one  of  those  children  who  were  given  beer  from  their  earliest 
days. 

Dr.  Sansom  urged  that  photographs  should  be  taken  of  the 
present  case  and  the  one  which  preceded  it,  as  it  would  be  very 
instructive  to  have  permanent  records.  He  thought  it  would  be 
well  for  the  Society  to  possess  an  album  of  photographs  of 
instructive  cases.  There  was  much  difficulty  about  such  a  case  ; 
he  had  casually  examined  for  the  spleen,  but  could  not  make 
out  any  enlargement  of  it,  or  of  the  glands.  It  looked  to  him 
like  a  case  of  osteo-arthritis,  but  the  question  arose  as  to 
whether  there  was  any  syphilis  about  it. 

Dr.  Cautley  said  he  thought  the  most  likely  diagnosis  was 
that  suggested  by  Mr.  Robinson,  namely,  gonorrhoeal  arthritis. 
It  seemed  to  differ  considerably  from  osteo-arthritis  in  children, 
for  in  them  the  metacarpo-phalangeal  joint  was  considerably 
enlarged,  but  in  the  present  case  those  joints  seemed  to  have 
escaped  entirely.  The  hand  was  comparatively  little  affected, 
and  the  disease  was  limited  to  the  larger  joints,  without  much 
effusion.  If  the  case  were  an  adult  there  would  be  no  hesita- 
tion in  diagnosing  prolonged  severe  gonorrhoeal  rheumatism. 


22.  LYMPHANGIECTASIS   OF  THE   TONaUE. 

By  H.  BETHAM  ROBINSON,  M.S. 

This  was  present  in  a  little  girl  aged  4  years,  and  it 
appeared  from  the  history  to  be  congenital.  Over  the  whole 
surface  of  the  tongue,  above  and  below,  the  mucous  mem- 
brane was  much  thickened  and  papillated,  with  fissures 
in  it,  and  scattered  over  the  surface  were  numerous  vesicles. 
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The  muscular  substance  of  the  tongue  appeared  normal. 
In  addition  there  was  "  port  wine  staining  ^'  of  the  loAver  lip. 
(Exhibited  January  the  ISth,  1901.) 


23.  CONGElSnTAL   CICATEICES :  A  PROBLEM  IN 
ANTENATAL   PATHOLOaY. 

By   H.   BETHAM   ROBINSON,   M.S. 

A  POORLY  developed  male  child,  aged  8  weeks,  was  brought 
to  me  on  January  the  1st,  1901,  showing  the  following 
congenital  lesions  : — (1)  On  the  outer  side  of  the  middle 
of  the  left  femur  was  a  linear  scar  about  one  inch  long, 
adherent  to  the  deeper  tissues,  and  below  which  the  bone 
was  deBnitely  thickened  ;  over  the  scar  was  an  epithelial 
.scab.  (2)  Over  the  crests  of  both  tibiae  and  over  the 
fibulas  in  the  middle  of  the  legs  were  also  short  cicatrices, 
but  with  no  scabs.      There  were  no  other  lesions. 

The  child  was  full-term  and  the  second  child.  The 
birth  was  easy,  but  there  was  noted  deficiency  of  amniotic 
fluid.  The  mother  gave  a  history  of  having  slipped  off 
a  chair  three  weeks  before  the  child  was  born,  and  of 
knocking  herself  in  the  abdomen.  ^ 

As  to  the  nature  of  this  rare  condition  several  sug- 
,  gestions  can  be  considered: — (1)  Intra-uterine  fractures, 
which  may  be  disposed  of  in  saying  that  such  symmetry 
and  multiplicity  of  the  lesions  was  highly  improbable. 
(2)  Some  form  of  intra-uterine  pressure  from  the  coils  of 
the  cord,  from  amniotic  bands,  or  from  some  adhesions 
of  the  amnion  at  these  points  with  deficient  fluid ;  of 
these,  the  latter  would  be  the  more  likely,  the  only 
.stumblingblock  being  the  thickening  of  the  bones  beneath, 
unless  pressure  would  cause  such.  (3)  Some  intra- 
uterine di.sease ;  if  so,  why  the  scars,  the  symmetry,  and 
no  lesions  elsewhere  ? 
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To  sum  up,  from  our  present  knowledge  no  satisfactory 
explanation  can  be  advanced. 

{Exhibited  January  the  18th,  1901.) 

Discussion. 

Mr.  Abbott  said  he  thought  the  irregularity  in  the  femur 
must  be  attributed  to  frticture  ;  the  femora]  scar  was  definitely 
adherent  to  the  bone  beneath.  It  was,  he  thought,  a  compound 
fracture  so  far  as  the  child  was  concerned.  Eegarding  the  tibia, 
the  curve  was  very  gradual ;  there  was  nothing  abrupt  about  it, 
and  he  did  not  think  both  legs  were  fractured.  He  regarded  the 
scars  on  the  tibia  as  pressure  scars  occurring  where  t.hey  might 
be  expected,  namely,  on  the  convexity  of  the  curve  of  the  tibia. 
His  view  was  that  the  child  had  had  a  fracture  of  the  femur  m 
titero,  probably  compound,  and  that  the  other  scars  were  pressure 
scars.  It  was,  of  course,  unsatisfactory  to  give  an  explanation 
which  assumed  different  causes  for  the  two  scars. 

Mr.  Clement  Lucas  said,  after  carefully  examining  the  case, 
the  conclusion  he  had  come  to  was  that  if  the  explanation  of  the 
thigh  condition  was  a  compound  fracture  in  utero,  there  was  no 
doubt  that  the  scars  on  the  tibia,  with  the  thickened  bone  beneath, 
and  the  pit  over  the  fibula  with  the  thickening  underneath,  must 
be  explained  in  the  same  way.  He  could  not  say  whether  the 
explanation  given  was  the  correct  one,  but  he  thought  the  same 
explanation  must  be  applied  to  both  femur  and  fibula.  Possibly 
there  was  some  arrest  of  development  occurring  in  those  situa- 
tions. One  read  of  most  curious  complications,  with  narrow 
constricting  bands  in  utero,  which  were  differently  explained  by 
various  writers.  Some  thought  the  arrest  was  due  to  some 
cause  associated  with  the  nervous  system,  while  others  regarded 
the  cause  as  purely  mechanical.  It  looked,  in  the  present  case, 
as  if  at  an  early  period  there  was  a  compound  fracture  of  the  tibia 
and  fibula  as  well  as  of  the  femur.  He  felt  no  doubt  that  they 
were  all  owing  to  the  same  cause. 

Mr.  Robinson,  in  reply,  said  that  whatever  was  the  true 
explanation  of  the  condition  of  the  femur,  he  could  not  subscribe 
to  the  view  that  the  tibia  and  fibula  had  been  damaged  by  frac- 
ture ;  the  symmetry  was  absolutely  against  it.  That,  of  course, 
was  different  from  saying  what  the  explanation  really  was,  which 
was  not  an  easv  matter. 
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•24.  A  CASE  OF  IMBECILITY  ASSOCIATED   WITH  AN 
ABNORMAL   DEGREE   OF   SUBCUTANEOUS   FAT. 

By  graham   little,   M.D. 
(Introduced.) 

The  patient,  Alice  G — ,  aged  6  years,  had  been  under 
observation  for  two  years.  In  October,  1898,  her  weight 
was  52 J  lbs.  She  was  then  unable  to  walk  or  talk. 
Her  teeth  were  very  decayed.  She  had  never  had  any 
tits.  The  mother  had  been  in  labour  for  twenty-seven 
hours  when  confined  of  this  child,  but  no  instruments 
had  been  applied.  In  February,  1899,  her  weight  was 
o6  lbs.,  and  she  began  to  walk  at  this  time.  For  the 
previous  six  months  she  had  been  attending  pretty  regu- 
larly, and  had  been  taking  one  grain  of  thyroid  extract 
t\vice  daily.  In  April,  1899,  her  weight  was  still  36  lbs., 
and  she  was  beginning  to  say  a  few  words.  She  left  off 
treatment  for  a  year,  and  returned  in  May,  1900.  She 
was  then  again  very  fat  ;  her  weight  was  54J  lbs.  She 
walked  with  a  waddling  gait.  The  knee-jerks  were 
normal.  The  fundi  and  discs  were  normal.  There  were 
no  stigmata  of  degeneration,  except  that  the  palate  was 
highU'  vaulted,  and  the  hands  coarse,  with  spatulate 
fingers  and  harsh  skin.  The  widest  circumference  of 
the  cranium  measured  20  inches ;  there  was  no  abnor- 
mality in  the  shape  of  the  head.  Her  height  was  37^ 
inches.  She  could  form  no  sentences,  but  could  ejaculate 
words  of  .simple  character.  Her  urine,  but  not  her  faeces, 
was  pas.sed  in  the  bed.  The  bowels  were  constipated, 
and,  indeed,  did  not  usually  act  without  artificial  aids. 
She  was  again  put  on  thyroid  extract  (two  grains  thrice 
flaily)  ;  the  dose  was  increased  to  three  grains  thrice  daily 
al>out  six  weeks  later.  For  the  next  six  months  she  was 
seen  every  month.  In  December  her  weight  was  38 ^ 
lbs.,   her    height    40i    inches.      She   could    now    talk   in 
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short  sentences  and  ask  for  things  around  hei*,  and  the 
bowels  were  very  regular — a  great  relief  from  the  previous 
liabitual  constipation.  The  pulse,  under  thyroid  treat- 
ment, averages  about  100. 

The  improvement  effected  by  the  treatment  is  very 
marked,  and  when  this  has  been  intermitted  the  set-back 
is  evident.  The  mother  has  come  to  consider  the  putting 
on  of  fat  during  these  intervals  as  an  indication  to  renew 
treatment,  all  her  faculties  improving  as  the  fat  diminishes. 
The  case  is  difficult  to  class,  and  it  seems  desirable  to 
obtain  further  opinions  on  it.  There  is  no  appearance 
of  cretinism,  and  the  thyroid  gland  seems  normal. 

The  case  was  brought  up  as  a  companion  one  to  that 
shown  by  Dr.  Morley  Fletcher.  She  had  increased  in 
height  three  inches  during  the  last  nine  months,  and  had 
lost  nearly  a  stone  in  weight.  The  habits  of  the  child 
were  now  very  much  better.  It  seemed  to  be  a  case 
based  on  the  same  cause  as  cretinoid  imbecility.  He  did 
not  feel  certain  whether  he  should  continue  the  thyroid 
treatment.  [Eslithited  Januarij  the  ISth^  1901.) 

Discussion. 

Dr.  Fletcher  Beach  asked  whether  the  child  was  born  at 
full  term,  and  whether  there  was  anything  of  the  kind  in  the 
family  history.  He  suggested  that  the  child  should  be  sent  to 
one  of  the  special  schools  which  had  been  established  in  London. 
The  London  School  Board  had  between  thirty  and  forty  such 
schools,  and  mentally  deficient  children  were  educated  at  them 
with  great  success. 

Dr.  C.  W.  Chapman  urged  that  such  children  should  not  be 
allowed  to  walk  much,  as  there  was  a  tendency  for  the  bones  to 
yield  under  the  weight  of  the  body. 
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25.  A   CASE   OF   PITYEIASIS   RUBRA   PILARIS   OF 
DEVERGIE. 

By  graham   little,   M.D. 
(Introduced.) 

The  extreme  rarity  of  tins  disease  may  make  the  case 
acceptable  in  spite  of  its  somewhat  restrictedly  '^  special '' 
character.  The  patient,  Edith  D — ,  has  had  the  disease 
for  eighteen  months.  When  first  seen  it  was  almost 
universal  in  parts  where  hair  is  developed.  The  appearance 
was  not  unlike  that  of  a  chronic  and  universal  psoriasis, 
from  which  it  was,  however,  at  once  distinguished  by 
inspection  of  some  of  the  individual  follicular  papules. 
A  microscopic  specimen  demonstrating  the  pathology  of 
the  disease  was  shown.  The  horny  cells  of  the  stratum 
corneum  are  ill-developed,  the  condition  of  "  parakera- 
tosis" (Unna)  resulting,  and  the  hair-follicles,  in  their 
distal  extremities  above  the  orifices  of  the  sebaceous 
crlands,  become  blocked  with  these  imperfectly  cornified 
cells,  and  form  the  characteristic  papule — a  hard,  shotty, 
acuminate  swelling,  giving  the  aspect  of  exaggerated 
permanent  "goose-skin."  There  is  no  inflammatory 
reaction  around  these  blocked  follicles,  and  there  is 
no  dilatation  of  the  blood-vessels  of  the  corium  as  is 
the  case  in  psoriasis.  The  condition  has  improved  very 
greatly  under  the  administration  of  thyroid  extract 
combined  with  local  application  of  glycerine  ;  there  are 
now  only  a  few  rebellious  patches  of  acuminate  papules 
on  the  buttocks,  back  of  the  neck,  anterior  fold  of  the 
elbow,  posterior  and  lower  third  of  the  forearm  and  backs 
of  the  hands,  the  knees,  and  dorsa  of  the  feet. 

It  was  an  exceedingly  rare  affection ;  not  more  than 
half  a  dozen  cases  had  been  described  up  till  a  short 
time  ago,  and  a  dermatologist  of  very  long  experience, 
Dr.    Brook    of    Manchester,   had    only    seen    one    case; 
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Dr.  Crocker  had  seen  only  two.  Since  that  time,  how- 
ever, several  cases  have  been  shown  before  the  Derma- 
tological  Societies.  While  the  patient  was  under  thyroid 
her  pulse  rate  rose  a  little,  but  there  was  no  grave 
disturbance.  {Exhibited  January  the  ISth,  1901.) 


26.  A   CASE   OF   TOTAL   NECEOSIS   OF    THE   LOWEE 
JAW;  EESULT. 

By  F.  C.  ABBOTT,  M.S. 

The  case  was  that  of  a  boy  aged  5  years,  from  whom 
the  whole  lower  jaw  had  been  removed  for  total  necrosis. 
The  acute  disease  had  occurred  nearly  four  months  before 
the  sequestrum  was  removed,  and  was  not  due  to  any 
specific  fever,  nor  to  poison,  such  as  phosphorus. 

The  whole  jaw  had  been  easily  removed  in  two  halves, 
leaving  the  periosteum.  The  only  portion  left  behind 
was  the  left  condyle  with  part  of  its  neck.  The  operation 
was  four  months  ago.  A  complete  new  ring  of  bone  had 
been  thrown  out^  including  a  new  condyle.  The  move- 
ments were  perfect  and  the  shape  good.  There  were 
already  muscular  ridges  to  be  felt  on  the  new  bone. 

Mr.  Abbott  emphasised  the  great  rapidity  with  which 
the  new  bone  had  been  formed,  and  the  importance  of 
fitting  a  plate  of  teeth  so  that  the  new  jaw,  by  having- 
function,  might  develop  with  the  growth  of  the  boy. 

{Exhibited  Janvary  the  18th,  1901.) 

Discussion. 

The  Chairman  (Dr.  Dawson  Williams)  thought  Mr.  Abbott 
was  to  be  congratulated  upon  the  excellent  result  of  his 
operation. 

Dr.  C.  W.  Chapman  suggested  that  the  necrosis  arose  from 
bad  teeth.     He  thought  the  moral  conveyed   by  the  case  was 
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the  necessity  of  removing  bad  teeth  in  children  as  quickly  as 
possible. 

Mr.  Sidney  Spokes  asked  how  Mr.  Abbott  intended  to 
mould  the  jaw.  He  (Mr.  Spokes)  thought  the  action  of  the 
muscles  had  brought  about  a  better  result  than  any  artificial 
procedure  would.  The  constant  action  of  the  fleshy  tongue 
would  develop  the  mandible. 

Mr.  Abbott  said,  in  reply,  that  he  was  afraid  the  action  of 
the  muscles  of  the  tongue  would  be  to  draw  in  the  arch  too 
much ;  and  that  was  what  had  happened.  He  had  put  his 
fingers  inside  the  child's  mouth  every  dMy  and  pulled  forward 
the  arch,  so  as  to  make  it  as  large  as  possible.  If  he  could 
have  continued  it  a  little  longer  it  would  have  improved  upon 
nature. 


27.  A  CASE  OF  CHEONIC  INTEESTITIAL  NEPHEITIS 
IN  A  GIEL  AGED  SEYEN  YEAES. 

By   LEONAED   GUTHEIE,   M.D. 

A  GIRL  aged  7  years  and  3  months  was  admitted  to  Pad- 
dington  Green  Children's  Hospital  on  January  the  6th_,  1893, 
with  the  diagnosis  "  chronic  uraemia/'  She  had  been  for 
a  fortnight  under  my  care  for  the  treatment  of  headache 
and  vomiting,  and  I  had  noticed  that  her  heart  was  dis- 
placed outwards  and  downwards,  that  her  pulse  was  of 
high  tension,  and  that  her  urine  contained  one  twelfth  to 
one  eighth  albumen,  and  its  specific  gravity  was  1006. 

Her  mother  gave  the  following  history : — She  was 
weakly  as  an  infant,  and  suffered  from  diarrhoea  and 
vomiting  until  weaned  at  twelve  months.  Her  health 
then  improved,  and  with  the  exception  of  measles  "  w  hen 
quite* young"  .she  had  no  illness  until  two  months  before 
admission.  She  then  became  subject  to  attacks  of  frontal 
headache  and  vomiting,  -  which  occurred  two  or  three 
times  a  week,  mostly  in  the  early  morning,  and  lasted  an 
liour  or  so.  '  She  often  cried  or  even  shrieked  with  pain. 
On  getting  up  she  felt  giddy,  and  shook  and  staggered, 
so  that  she  fell  unless  her  mother  held  her.      Sometimes 
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she  complained  that  she  could  not  see.  Vomiting  often 
occurred  after  taking  food,  and  was  preceded  by  retching 
and  nausea,  both  with  and  without  violent  headache. 
The  vomit  consisted  of  food  and  yellow  or  green  frothy 
matter.  She  generally  slept  well,  but  sometimes  awoke 
screaming  with  headache.  Since  her  illness  she  had  been 
passing  an  increasing  amount  of  urine.  Her  appetite  was 
good  and  the  bowels  were  regular.  The  father  died  of 
rheumatic  fever  and  "  some  brain  trouble."  The  mother 
was  fairly  healthy,  but  was  "  subject  to  fits,"  and  had  six 
miscarriages  at  varying  intervals.  Two  children  had  died 
of  scarlet  fever.  Four  children  were  alive,  two  of  whom 
had  had  rheumatic  fever. 

On  admission  she  was  thin  and  undersized.  Her  com- 
plexion and  skin  generally  were  sallow  and  dirty- looking. 
Her  eyes  were  sunken,  and  surrounded  by  dark  circles  ; 
the  conjunctivae  were  singularly  pale,  and  the  pupils  were 
large.  Her  hair  was  dark  and  luxuriant ;  her  skin  was 
coarse  and  dry,  and  there  was  capillary  congestion.  No 
trace  of  oedema  could  be  found.  The  finger-nails  were 
somewhat  clubbed.  She  appeared  dull  and  listless,  and 
wore  the  look  of  habitual  suffering.  The  fundus  oculi  and 
lungs  were  normal.  The  hearths  apex-beat  was  in  the 
sixth  space,  just  outside  the  nipple  line.  The  first  sound 
at  the  apex  was  impure,  with  a  doubtful  presystolic  element. 
The  second  sound  was  accentuated,  and  was  followed  by 
a  slight  diastolic  whiff,  heard  more  markedly  at  the  aortic 
base.  The  pulse  (90  to  the  minute)  was  very  small,  hard, 
and  thready,  and  of  extremely  high  tension.  The  brachial 
artery  could  be  rolled  under  the  finger  as  a  hard  small  cord. 
The  tongue  was  broad,  pale,  moist,  and  somewhat  furred 
posteriorly.  The  pharynx  was  congested,  and  the  uvula 
large  and  pendent.  The  liver  and  spleen  were  not 
enlarged.  The  urine  was  pale  straw-coloured ;  sp.  gr. 
1010;  neutral  ;    albumen  one  half. 

On  January  the  10th  she  cried  with  headache  once 
or  twice,  but  was  not  sick ;  she  seemed  drowsy.  She 
passed  thirty -four  ounces  of  urine  in  twenty-four  hours  ; 
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sp.  gr,  1010 ;  neutral ;  albumen,  one  third.  An  abundant 
white  deposit  of  triple  phosphates,  a  few  granular  cells, 
and  granular  casts  were  present. 

On  January  the  17tli  she  was  sick  occasionally,  but  the 
headaches  seemed  less  severe.  In  the  afternoon,  shortly  after 
atropine  drops  had  been  put  into  the  eyes  for  the  purpose  of 
ophthalmoscopic  examination,  the  Jieadache  became  intense. 
She  appeared  distracted  with  pain,  and  later  became  un- 
conscious. The  e^'es  were  fixed  and  staring,  and  she 
foamed  at  the  mouth.  Twitching  of  the  right  facial 
muscles,  of  the  right  arm  and  leg,  and  of  the  abdominal 
muscles  on  both  sides  followed.  Afterwards  the  left  arm 
twitched,  but  not  the  leg.  Twitching  was  followed  by 
rigidity  and  flexion,  first  of  the  right  arm,  and  then  of  the 
right  leg.  The  breathing  was  very  shallow,  and  of 
Cheyne-Stokes  variety.  The  pulse,  at  first  slow,  became 
very  rapid  and  feeble.  Inhalation  of  chloroform  stopped 
the  fit.  This  had  to  be  repeated,  after  which  there  was 
no  recurrence.  On  coming  round  she  complained  of  thirst, 
but  not  of  headache.  She  seemed  rather  deaf,  and  had 
a  wild  look,  but  appeared  to  understand  what  was  said 
to  her.  There  was  no  incontinence  of  urine  or  faeces 
during  the  fit,  which  lasted  about  half  an  hour.  On  this  day 
only  25  oz.  of  urine  were  passed,  and  on  January  the  18th 
onh'  14  oz.,  containing  albumen  ^ ;  granular  and  hyaline 
casts  as  before.  Vomiting  and  headache  continued.  On 
January  the  19th  the  amount  of  urine  rose  to  50  oz.  She 
cried  out  at  times,  but  seemed  peevish  rather  than  in 
pain. 

On  January  the  20th  the  urine  increased  to  84  oz.  It 
contained  very  little  sediment  and  much  less  albumen. 
There  wa.s  no  sickness,  or  headache,  or  crying  out.  She 
was  wasting  rapidly.  The  cardiac  apex-beat  was  forcible. 
The  first  sound  was  *'  murmurish.'^  The  second  sound  was 
accentuated,  especially  at  the  base.  There  was  diminution 
of  expansion  on  the  right  side  of  the  chest.  The  percussion 
note  was  impaired  in  the  right  supra-scapular  fossa.  The 
breath-soands   were  somewhat   tubular,   with   inspiratory 


72  CHRONIC  INTERSTITIAL   NEPHRITIS. 


and  expiratory  crepitations.  Some  rhonchns  was  audible 
all  over  the  right  lung. 

On  January  the  24th  64  oz.  of  urine  were  passed^ 
sp.  gr.  1012,  alkaline,  smoky,  and  containing  for  the  first 
time  a  distinct  trace  of  blood. 

On  January  the  30th  she  had  headache  during  the  night. 
At  midday  she  seemed  strange  in  her  manner,  and  told 
one  of  the  children  in  the  ward  that  she  wanted  poison  to 
drink.  Shortly  after  she  seemed  stupid  and  unable  to 
realise  what  was  said  to  her. 

At  4  p.m.  she  had  another  fit,  in  which  there  was  loss 
of  consciousness,  lividity,  and  foaming  at  the  mouth.  The 
breathing  was  at  first  stertorous,  and  later  shallow  (Cheyne- 
Stokes  type)  ;  the  pulse  150  to  the  minute,  small  and  ir- 
regular. The  right  side,  again,  was  chiefly  affected.  The 
eyes  were  widely  opened  and  turned  to  the  right.  The  pupils 
were  fully  dilated,  and  there  was  horizontal  nystagmus. 
The  right  arm  was  first,  flexed  across  the  chest,  then 
twitched  violently,  and  became  rigid.  Then  the  right 
leg  became  flexed  and  rigid  at  the  knee  and  hip.  The 
right  chest  was  rigid,  expansion  being  almost  entirely  on 
the  left  side.      The  abdomen  was  much  retracted. 

Under  chloroform  the  breathing*  became  fuller  and  more 
even.  The  spastic  movements  and  rigidity  disappeared. 
The  pulse  fell  to  128  to  the  minute,  and  improved  in  volume. 
Ten  minutes  after  the  chloroform  had  been  withheld  the 
fit  returned.  The  eyes  again  turned  to  the  right.  The 
eyelids  twitched,  and  there  Avas  nystagmus.  The  right 
arm  and  leg  were  affected  as  before,  in  addition  to  the 
left  leg.  Under  chloroform  the  symptoms  again  subsided. 
They  returned  again  in  ten  minutes,  but  were  finally 
quelled  by  administration  of  chloroform  for  the  third 
time. 

She  then  slept  for  a  short  time,  and  on  aw^akening 
seemed  deaf  and  dazed.  She  cried  out  that  her  head 
hurt  her,  but  she  ceased  to  cry  when  addressed  sharply 
and  loudly.  Only  18  oz.  of  urine  were  passed  on  this  day. 
T^here  was  no  incontinence  during  the  fit. 
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On  the  following  day  (January  the  31st)  she  again  passed 
only  18  oz.  of  urine  ;  but  on  February  the  1st  she  passed 
73  oz.,  and  on  the  2nd  106  oz.  Sp,  gr.  of  the  urine  1010  ; 
pale,  acid,  containing  one  fifth  albumen,  and  no  deposit. 

Her  mental  condition  was  curious.  So  long  as  an 
attendant  was  with  her  she  was  quiet,  but  if  left  alone 
she  would  shriek  incessanth^  "  Cannot  see,'^  or  "  My  head 
aches."  It  was  difficult  to  ascertain  whether  she  was 
actually  in  pain.  She  screamed  throughout  the  friends' 
visiting  hour,  and  seemed  quite  unconscious  of  her  sur- 
roundings ;  but  Avhen  the  visitors  had  gone  she  told  the 
other  children  in  the  ward  that  she  "  knew  all  that  was 
going  on."  She  disturbed  the  whole  building  Avith  her 
cries  at  night ;  but  when  the  house  physician,  Dr. 
^Jcllraith,  was  called  up  to  see  her,  she  was  silent  while  he 
remained  with  her. 

She  wasted  rapidly.  There  was  never  any  trace  of 
oedema,  but  the  skin  of  the  abdomen  became  wrinkled  and 
inelastic,  and  the  abdomen  itself  retracted. 

On  February  the  4th  the  urine  again  contained  blood. 
Only  22  oz.  were  passed  during  the  twenty-four  hours  ; 
sp.  gr.  1014 ;  albumen,  half.  The  temperature  rose  from 
97°  F.  to  102-2°  F.  On  this  day  also  there  was  some  left- 
.sided  paresis  of  the  face,  arm,  and  leg.  The  tongue  was  pro- 
truded to  the  left.  The  pupils  were  equally  dilated.  The 
left  side  of  the  chest  hardly  moved  at  all  in  respiration. 
The  breath-sounds  were  feeble  and  somewhat  tubular, 
and  accompanied  by  some  rhonchus  and  crepitations. 
She  had  difficulty  in  swallowing.  The  knee-jerks  were 
ab.sent. 

Next  day  the  hemiparesis  had  also  disappeared.  She 
moved  the  arm  and  leg,  and  both  sides  of  the  chest 
worked  equally.  She  seemed  unable  to  see.  There  was 
apparently  abdominal  tenderness.  She  swallowed  quite 
well,  and  complained  of  thirst. 

On  February  the  7th  the  paresis  had  entirely  dis- 
appeared, except  that  the  right  naso-labial  fold  was  more 
marked  than  the  left.      The  cardiac  apex  was  now  one  inch 
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outside  tlie  nipple  line  and  in  the  sixth  space.  The  first 
sound  was  impure,  the  second  accentuated.  The  pulse 
was  small,  hard,  and  irregular.  The  respiration  was 
shallow,  twenty-two  per  minute.  Urine  was  passed  in- 
voluntarily. She  was  semi-conscious,  but  during  the  day 
put  out  her  tongue  when  asked  to  do  so.  She  continued 
to  scream  at  intervals,  but  gradually  the  screams  became 
less  frequent.  Coma  supervened,  and  she  died  at  5  a.m. 
on  February  the  8th.  The  temperature  at  the  time  of 
death  was  103-8°  F. 

Post-mortem  examination. — Fourteen  hours  after  death 
rigor  mortis  was  still  present.  The  body  was  extremely 
emaciated  ;  there  was-  very  little  fat  in  the  thoracic  and 
abdominal  walls.  There  was  no  trace  of  oedema.  There 
were  some  small  purpuric  spots  over  the  sacrum,  and  also 
one  on  the  forehead  (ante-mortem).  There  was  general 
brownish-yellow  discoloration  of  the  skin. 

There  was  a  slight  amount  of  clear  fluid  in  the  peri- 
cardium. There  were  no  adhesions.  The  heart  generall}' 
was  large.  The  left  ventricle  was  extremely  hyperttophied 
and  slightly  dilated.  Both  auricles  and  ventricles  con- 
tained some  amount  of  fibrinous  clot  formed  in  urticulo 
mortis.      The  valves  were  healthy. 

There  were  neither  fluid  nor  adhesions  in  the  pleural 
cavities.  At  the  left  apex  of  the  left  lung  a  small,  hard, 
cheesy,  tubercular  mass,  the  size  of  a  hazel-nut,  was 
found.  The  lung-  around  this  was  somewhat  puckered. 
The  rest  of  the  left  lung,  and  also  the  right,  w^ere  healthy. 

The  liver  was  somewhat  congested;  otherwise  it  looked 
healthy. 

The  spleen  Avas  normal  in  size  and  appearance! 

In  the  kidneys  there  was  considerable  inflammatory 
matting  of  the  perinephritic  cellular  tissue.  Both  kidneys 
were  distorted,  puckered,  and  shapeless.  The  capsules 
were  adherent  in  parts,  but  not  universally  so.  The  dis- 
tortion of  the  kidneys  was  most  marked  where  the  cap- 
sules were  most  adherent.  On  section  they  were  coarse, 
tough,  and  mottled  yellow  in  colour.      There  were  a  good 
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YiG,  5. — Section  of  kidney,     a.  c«iii:ui  cyst.     6.  Hyaline 
degeneration  of  Malpighian  body. 
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Flo.  6. — SectioQ  of  kidney,     a.  ThirktMiod  vessel  with  lumen  almost 
occluded,     b.  Fibroid  tissue. 
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many  small  lioemorrliao-es  scattered  in  their  substance. 
There  was  little  apparent  distinction  between  the  cortex 
and  medulla^  but  the  cortex^  where  it  conld  be  identified, 
was  atrophied.  The  left  kidney  weighed  1^  oz.  Its 
pelvis  was  dilated,  but  not  the  ureter,  and  there  w^as  no 
obstruction  to  the  entry  of  the  latter  into  the  bladder. 
The  right  kidney  weighed  3f  oz.  Its  lower  portion  w^as 
shrunken  and  irregular.  The  upper  part  was  firm  and 
more  normal  in  appearance  than  any  portion  of  the  kidneys 
elsewhere.  Microscopically  the  sections  showed  general 
diffuse  increase  of  interstitial  tissue.  In  parts  of  the 
supporting  stroma  there  were  disseminated  patches  of 
cellular  infiltration,  suggesting*  a  more  recent  interstitial 
inflammation  supervening  on  a  fibrosis  of  old  standing. 
The  capsules  of  the  glomeruli  were  in  many  places 
thickened  by  fibrosis,  and  also  surrounded  by  more  recent 
infiltration  of  inflammatory  cells.  Some  of  the  glomeruli 
were  only  represented  by  patches  of  opaque  hyaloid 
material,  which  did  not  stain  well.  Some  of  the  arterioles 
were  patent,  yet  all  their  coats  showed  considerable 
hypertrophy,  such  as  almost  occluded  the  lumen  of  others. 
The  tubular  epithelium  in  the  places  which  showed  pre- 
sumably recent  interstitial  inflammation  w^as  cloudy  and 
opaque,  and  showed  a  marked  tendency  to  fall  out,  leaving 
empty  spaces  or  minute  cysts.  In  some  places  the 
epithelium  seemed  healthy,  but  for  the  most  part  it  Avas 
granular.  Numerous  punctate  haemorrhages  were  visible 
to  the  naked  eye  in  the  sections,  and  also  under  the 
microscope.  The  condition  of  the  kidneys  may  be 
described  as  one  of  diffuse  interstitial  nephritis,  both  of 
old  standing,  and  apparently  of  recent  date.  The  paren- 
chymatous changes  were  less  marked  than  the  interstitial, 
and  probably  Avere  secondary  to  them.  They  cannot  be 
regarded  as  typically  granular  kidneys,  but  there  can  be 
no  doubt  that  they  Avere  in  the  way  to  become  so  generally, 
as  they  had  already  become  so  in  parts.  The  supra-renal 
capsules  Avere  unfortunately  not  examined  microscopically. 
They  appeared,   hoAvever,  to  be  normal,  except  that  they 


CHRONIC  INTERSTITIAL   NEPHRITIS. 


u 


were   involved,    especially   the  left,    in    the    inflammation 
which  affected  the  perinephritic  cellular  tissue. 

The  brain  was  large  and  well  developed.  The  blood- 
vessels were  generally  engorged.  The  arteries  at  the  base 
were  patent,  but  not  obviously  thickened.  There  were 
no  miliary  aneurisms.  The  posterior  part  of  the  right 
vertex    was  darklv   discoloured   behind    the  level  of  the 
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Fig.  7. — Section  of  kidney  showing  thickening  of  vessel  walls. 


ascending  parietal  convolution.  On  making  the  usual 
sections,  a  lisemorrhage  as  large  as  an  Q^'g  was  found  in 
the  i-ight  centrum  ovale  majus ;  it  was  beneath  the  level 
of  the  grey  matter.  At  a  lower  level  than  this  was  found 
a  second  haemorrhage,  as  large  as  a  golf  ball,  in  the  right 
occipital  lobe  ;  it  extended  within  a  couple  of  lines  of  the 
external  cortical  surface  of  the  brain.  The  central  por- 
tions of  the  clots  were  brick-red  in  colour  and  fibrinous. 
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but  externally  the  blood  seemed  more  recently  extravasated, 
being  dark  and  semi-fluid.  No  source  of  the  ha?morrhages 
could  be  discovered.  In  addition  to  these  haemorrhages 
there  were  several  others  in  various  portions  of  both 
hemisphei-es.      They  varied  in  size  from  a  pin^s  head  to  a 


Fig.  8. — Section  of  brain  showing  lisenmrrliage,  size  of  hen's  egg, 
in  posteiior  part  of  right  centrnm  ovale  ma  jus. 


pea.  ■  None  of  large  size  were  observed  in  the  left 
hemisphere.  Microscopically  there  was  general  capillary 
congestion  of  the  brain.  The  walls  of  the  arterioles,  both 
meningeal  nnd  cerebral,  Avere  unmistakably  thickened  in 
all  three  coats,  which  appeared   fluffy  or  woolly,  and  ill- 


Fig,  9. — Section  of  brain  showing  liaemorrlingc,  size  of  golf  bnll,  in 
right  occipital  lobe. 
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defined.  In  some  places  minute  haemorrhages  were  found 
in  association  with  small  vessels  (arterioles),  Avhich  had 
apparently  burst. 

The  history,  course,  and  termination  of  this  patient's 
illness,  her  symptoms  and  physical  signs,  would  be  common 
enough  in  adults  upwards  of  fifty,  but  are  very  rare  in 
children  under  fourteen.  In  a  paper  on  "  Chronic  Inter- 
stitial Nephritis  in  Childhood,^'  published  in  the  *  Lancet,' 
vol.  i,  1897,  I  collected  eight  similar  cases  to  the  present. 
The  youngest  patient  was  five  years  old.  Another  instance, 
in  a  girl  aged  twelve  years,  has  been  recorded  by  Sutherland 
and  Lawson  ('Trans.  Ophth.  Soc.,'  vol.  xix,  1899).  The 
symptoms  in  all  cases  were  much  alike.  They  were 
chiefly  uraemic,  characterised  by  frequent  attacks  of  head- 
ache and  vomiting*,  amaurosis  and  giddiness.  Sometimes 
tetany,  cramps,  and  opisthotonos  were  noted.  Convul- 
sions and  coma  occurred  in  six.  Cardiac  symptoms, 
such  as  palpitation,  dyspnoea,  and  praecordial  pain  were 
met  with  in  three.  Grastro-intestinal  symptoms,  such  as 
diarrhoea,  epigastric  and  abdominal  pain,  were  not  un- 
common, and  also  symptoms  of  bronchial  catarrh  and 
pulmonary  oedema.  Great  thirst,  with  or  without  voracious 
appetite,  was  noticeable  in  some.  The  urinary  symptoms 
were  polyuria  and  often  enuresis,  the  urine  being  of  low 
specific  gravity,  and  containing  albumen,  hyaline  and 
granular  casts,  and  occasionally  blood. 

The  physical  signs  were  progressive  wasting,  the  skin 
becoming  dry,  wrinkled,  discoloured,  or  even  pigmented, 
as  in  Addison's  disease,  and  anaemia.  The  cardio-vascular 
signs  consisted  in  gradually  increasing  hypertrophy  of  the 
heart  (especially  of  the  left  ventricle),  high  pulse  tension, 
and  general  thickening  of  the  arteries.  In  some,  hyper- 
trophy of  the  heart  gave  way  to  dilatation,  but  only  in 
one  (Sutherland  and  Lawson's)  was  incompetence  sufficient 
to  produce  extreme  dropsy  of  the  cardiac  type.  In  all 
the  others  but  one  dropsy  was  absent  from  first  to  last, 
and  in  the  exceptional  case  it  only  occurred  shortly  before 
death,  and  was  limited  in  extent. 
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Albuminuric  retinitis  was  only  discovered  in  one  case 
(Sutherland  and  Lawson's). 

The  duration  of  the  disease,  counting  from  the  onset 
of  symptoms,  varied  from  three  weeks  to  five  years.  In 
my  o^vn  case. the  duration  was  three  months. 

The  cause  of  death  in  four  out  of  nine  cases  was  intra- 
cerebral haemorrhage.  The  percentage  of  deaths  from 
this  cause  may  be  compared  with  that  which  obtains  in 
adults.  Dickinson  stated  that  41  per  cent,  of  all  cases  of 
cerebral  hemorrhage  were  due  to  granular  kidney ;  Pye- 
Smith  gives  75  per  cent.  ;  the  statistics  of  St.  Bartholo- 
mew's Hospital,  however,  only  show  a  mortality  of  15  per 
cent,  from  this  cause  (West,  '^  Some  Clinical  Aspects 
of  Granular  Kidney,''  'Trans,  of  Med.  Society,'  1899, 
p.  172). 

Intra-cerebral  haemorrhage  in  young  children  is  of 
course  extremely  rare,  although  meningeal  haemorrhage 
is  not  uncommon.  In  the  latter  case  it  is  usually 
capillary,  and  associated  with  infantile  scurvy,  purpura, 
and  congenital  syphilis,  apart  from  the  well-known  supra- 
cortical  haemorrhages  due  to  injury  at  birth.  But  intra- 
cerebral haemorrhage  in  infants  and  youn^-  children,  as  in 
adults,  is  probably  always  caused  by  disease  of  larger 
vessels  than  the  capillaries.  It  is  impossible  that 
healthy  vessels  should  burst,  however  forcible  the  heart, 
and  however  high  the  arterial  tension  may  be. 

In  some  cases  miliary  aneurisms  have  been  found, 
dependent  on  embolism  following  endocarditis.  Greneral 
tuberculosis  has  been  present  in  some.  In  seven  fatal 
cases  atheroma  of  the  cerebral  arteries  was  discovered. 
In  two  of  these  (Filatoff's  and  Dickinson's)  contracted 
kidneys  were  also  found,  and  we  may  add  to  these  the 
present  case  and  Sutherland's  and  Lawson's,  in  which 
there  can  be  no  doubt  that  general  arterial  degeneration, 
akin  to  that  found  in  adult  subjects  of  granular  kidney, 
existed.  Hence  we  may  conclude  that  the  chief  cause  of 
cerebral  haemorrhage  in  children,  as  in  adults,  is  granular 
kidney.      Ilie  cause  of  death  in  most  of  the  other  cases- 
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of  chronic  interstitial  nephritis  was  uraemia,  ending  in 
convulsions  and  coma.  In  one  instance  death  is  said  to 
have  been  due  to  gradual  exhaustion,  in  another  purulent 
peritonitis  closed  the  scene. 

An  interesting  point  in  the  present  case  is  that  the 
convulsions  were  almost  entirely  confined  to  the  right 
side.  They  were  nevertheless  uraemic,  the  left  side  es- 
caping owing  to  the  partial  hemiplegia  caused  by  the 
haemorrhages  in  the  right  hemisphere.  As  in  adults, 
uraemic  convulsions  are  of  far  graver  import  in  interstitial 
nephritis  than  in  the  parenchymatous  variety. 

Diagnosis. — There  can  be  no  difficulty  in  diagnosing  a 
well-marked  case.  The  disease  runs  a  typical  text-book 
course,  and  the  physical  signs  and  symptoms  are  precisely 
the  same  as  in  adults  suffering  from  granular  kidney. 
Difficulty  will  only  be  experienced  in  the  early  stages,  and 
the  cases  for  which  they  are  most  likely  to  be  mistaken 
a,re  those  associated  with  the  so-called  uric  acid  diathesis 
in  children.  Such  children  are  often  thin  and  undersized  ; 
they  suffer  from  severe  headaches,  the  pulse  tension  is 
often  abnormally  high,  the  urine  is  often  scanty,  high- 
coloured,  and  acid.  There  may  be  albuminuria,  inter- 
mittent or  cyclical,  and  the  presence  of  blood,  free  or  in 
casts,  in  the  urine  is  not  uncommon.  The  chief  points  of 
distinction  besides  the  differences  in  urine  are,  that  in 
interstitial  nephritis  there  is  not  only  high  pulse  tension, 
but  the  vessels  are  thickened  and  hard  ;  whereas  in  uric 
acid  cases,  although  the  tension  may  be  high,  there  is  no 
thickening  of  the  vessel  walls. 

The  prognosis  in  uric  acid  cases  must,  however,  always 
be  guarded,  and  must  be  left  for  the  next  generation  to 
decide. 

Causation. — Dickinson  gives  as  the  causes  of  granular 
kidney,  gout„  lead,  alcohol,  cardiac  changes  leading  to 
renal  congestion,  pregnancy,  obstructional  anuria,  mental 
conditions,  worry,  etc.,  perhaps  intermittent  fever,  and 
^'a  general  fibrotic  tendency  affecting  many  organs  and 
tissues,  notably  the  arteries   and   kidneys. ^^      This  last  is 


i 


I 


CHRONIC  INTERSTITIAL  NEPHRITIS,  83 


rather  a  statement  of  a  fact  than  an  explanation  of  its 
occurrence,  yet  it  is  important  as  an  observation  that 
interstitial  nephritis  is  no  merely  local  disease  of  the 
kidneys,  but  a  disease  which  affects  the  entire  arterial 
system  as  well.  In  the  case  of  all  the  children  the  other 
causes  may  be  dismissed. 

Scarlatina  naturally  occurs  to  every  mind  as  a  likely 
cause  in  children,  but  it  may  be  positively  excluded  in 
most,  though  not  all,  of  the  cases.  And  even  when  a 
history  of  scarlatina  has  been  forthcoming,  the  whole 
course  of  the  nephritis  is  so  unlike  the  ordinary  post- 
scarlatinal variety  that  we  are  justified  in  seeking  some 
other  explanation.  Similarly,  we  cannot  regard  the 
kidneys  as  being  in  a  final  or  contracting  stage  of 
parenchymatous  nephritis,  for  there  is  no  history  of 
s3rmptoms  suggesting  the  pre-existence  of  large  white 
kidney.  We  must  go  far  back  into  the  life-history  of 
the  patient  to  find  a  probable  origin  of  the  disease ;  for 
in  children  and  adults  alike  the  changes  found  in  the 
kidneys  and  vascular  organs  in  interstitial  nephritis  are 
obviously  of  longer  standing  than  the  symptoms. 

It  may  be  that  in  old  and  young  alike  granular  kidney 
is  the  result  of  a  more  or  less  acute  interstitial  nephritis 
occurring  in  infancy.  Such  acute  interstitial  nephritis 
has  been  described  by  Emmett  Holt  (^  Arch,  of  Pediatrics/ 
1897,  vol.  iv,  p.  1)  in  five  infants  aged  between  two  and 
a  half  months  and  two  years.  The  condition  was  verified 
post  mortem,  but  the  symptoms  were  not  in  most  cases 
suggestive  of  nephritis.  They  were  usually  gastro-intes- 
tinal  or  cerebral.  Dropsy  was  absent  in  all,  and  the 
urine  did  not  in  all  cases  afford  a  clue  to  the  nature  of 
the  complaint. 

It  is  quite  conceivable  that  subacute  attacks  in  infancy 
may  set  up  a  continuous  and  insidious  process  of  degenera- 
tion or  inflammation,  ending  more  or  less  late  in  life  in 
granular  kidney.  The  cause  of  such  intestinal  nephritis 
in  infancy  is  obscure.  Holt  considers  scarlatina  as  non- 
proven in  his  cases.    Chill  has  been  suggested  as  a  cause. 
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but  were  this  so  the  disease  would  certainly  be  less  rare 
than  it  is.  * 

Attention  has  recently  been  drawn  to  syphilis — both 
congenital  and  acquired — as  a  cause  of  granular  kidney 
and  its  associated  cardio-vascular  changes.  Amongst 
recent  writers  Drs.  Fordyce  and  R.  H.  Greene  have 
described  cases  occurring  in  the  acquired  syphilis  of 
adults  which  are  indistinguishable  from  those  of  ordinary 
interstitial  nephritis  (^  Journ.of  Cut.  and  Urinary  Diseases/ 
April,  1897,  and  p.  12,  1898);  whilst  Massalongo,  of 
Verona  (Int.  Med.  Congress,  Rome,  '1894 ;  *'  Med.  Rec.,' 
April  the  28th,  1894),  described  very  completely  a  case 
of  interstitial  nephritis  in  a  syphilitic  infant  aged  eight 
months.  Uraemia  was  the  cause  of  death,  and  endo-  and 
peri-arteritis,  typical  of  interstitial  nephritis,  were  found 
both  in  the  kidneys  and  in  the  liver  and  spleen.  He 
concluded  that  '^in  precocious  syphilis  of  the  kidneys 
the  anatomical  changes  of  interstitial  nephritis  may  occur 
without  a  previous  stage  of  the  parenchymatous- lesion ;  ^' 
and  also  "  that  syphilitic  infection,  at  least  the  congenital 
variety,  may  primarily  compromise  in  an  acute  manner 
the  arterial  system,  and  produce  i-*!  consequence  dys- 
trophic alterations  in  various  organs.". 

Although  I  have  not  been  able  'to  verify  by  post- 
mortem examination  the  existence  of  interstitial  nephritis 
in  syphilitic  infants,  I  have  freqiiently  suspected  it. 
Syphilitic  infants — especially  those  in  whom  cutaneous 
eruptions  are  prominent — often  thrive  for  a  few  weeks  on 
mercury ;  then,  when  the  improvement  manifested  has 
caused  general  satisfaction,  they  ar^  seized  with  con- 
vulsions and  die.  The  probability  that  such  convulsions^ 
are  uraemic,  and  determined  by  the  action  of  mercury  on 
syphilitic  kidneys,  already  inadequate/is  worth  considera- 
tion. In  its  favour  I  may  say  that  some  years  ago,  after 
a  series  of  such  accidents  amongst  out-patients,  I  took  to 
giving  mercury  with  less  freedom  and  greater  caution 
than  I  had  used  before,  with  the  result  that  the  mortality 
in  my  practice  was  considerably  lowered. 
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As  regards  the  6lder  children  with  whom  this  paper 
deals,  the  evidence  of  hereditary  syphilis  is  not  con- 
clusive. In  my  own  fatal  case  there  was  no  definite 
history  of  syphilis, » but  the  child^s  mother  had  had  six 
miscarriages.  The  father  died  of  "  some  brain  affection," 
which  might  or  might  not  have  been  due  to  syphilis,  and 
the  child  herself  had  the  stunted  wizened  appearance 
common  in  congenital  syphilis.  In  the  other  cases  the 
possibility  of  a  syphilitic  origin  does  not  seem  to  have 
occurred  to  the  observers. 

On  the  whole,  although  evidence  is  far  from  being 
conclusive,  I  am  inolined  to  think  that  chronic  interstitial 
nephritis  in  young  children  is  due  to  hereditary  syphilis ; 
and,  if  so,  hereditary  or  acquired  syphilis  may  also 
account  for  many  cases  of  granular  kidney  in  adults. 

Significant  facts  in  favour  of  such  a  view  are  that 
granular  kidney  is  very  frequently  found  on  post-mortem 
examination  of  the  insane.  Beadles  found  it  in  70  per 
cent,  of  cases  dying  at  Colney  Hatch  (' Journ.  of  Men. 
Science,'  January,  |895).  Also  the  highest  mortality  at 
asylums  occurs  amongst  general  paralytics,^  and  it  is 
almost  universally  held  at  the  present  time  that  syphilis 
is  par  excellence  the  cause  of  general  paralysis.  Hence 
it  is  not  unreasonable  to  assume  that  syphilis  is  also  a 
more  frequent  cause  of  interstitial  nephritis  or  granular 
kidney  than  is  usually  suspected. 

It  is  open  to  question  whether  gout  and  lead  are  actual 
causes  of  granular  kidney.  It  may  be  that  the  subjects 
of  granular  kidney  are  specially  liable  to  suffer  from  gout 

•  Beadles  (op.  cit.)  gives  the  following  percentages  of  causes  of  death  at 
Banstead,  Cane  Hill,  Hanwell,  and  Colney  Hatch  as  follows : 

General  paralysis  .  .     —  2569  per  cent. 

Renal  disease    .   .         .  .     =     1 27      „ 

Arterial  degeneration    .  .  .     =     394      „ 

Cardiac  disease .  '  .     =     551      „ 

Chronic  brain  disease    .  .     =  1539      „ 

Senile  decay      .  '  .     =     838      „ 

It  will  be  noticed  that  -Nearly  all  these  conditions  are  in  keeping  with  the 
existence  of  granular  kidney. 
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and  plumbism,  owing  to  renal  inadequacy.  As  regards 
alcoliol,  again^  which  is  always  considered  to  be  the  most 
potent  agent  in  producing  granular  kidney,  it  is  possible 
that  alcoholism  is  the  result  rather  than  the  cause  of  the 
nephrifcis.  A  prominent  symptom  of  interstitial  nephritis 
is  polyuria,  and  polyuria  naturally  begets  thirst.  Thirst 
is  quenched  by  alcohol,  and  alcohol  results  in  drunken- 
ness. A  Scottish  drunkard  defended  his  evil  habits  by 
saying,  "  Ae  body  kens  o^  my  druckenness,  but  naebody 
kens  o^  my  drouth. ^^ 

[For  the  careful  notes  of  this  case  I  am  indebted  to 
Dr.  C.  H.  Mcllraith,  late  House  Physician  to  the  Children's 
Hospital,  Paddington  G-reen.] 

{Read  January  the  18th,  1901.) 

Discussion. 

Dr.  Sutherland  said  he  was  interested  in  Dr.  Guthrie's  theory 
as  to  syphilis.  Did  he  mean  that  syphilis  was  the  probable 
cause  of  this  case,  or  that  it  was  the  universal  cause  of  similar 
conditions  ?  In  certain  cases  they  would  be  prepared  to  admit 
that  syphilis  was  a  possible  cause,  but  he  was  not  prepared  to 
sweep  all  the  cases  into  that  net. 

Dr.  Sansom  said  it  seemed  to  him  that  the  observation 
regarding  the  prevalence  of  granular  kidney  in  lunatic  asylums 
was  susceptible  of  the  following  explanation.  The  majority  of 
the  inmates  were  suffering  from  some  sclerosis  in  the  central 
nervous  system,  and  the  disease  of  the  kidney  was  essentially  a 
sclerosis  of  that  organ.  It  did  not  follow  that  the  sclerosis  was 
not  in  other  parts  of  the  system ;  and  it  was  sometimes  more 
marked  in  one  part  than  in  another.  The  communication  was 
a  most  valuable  contribution  to  the  study  of  interstitial  nephritis. 
Such  cases  were  very  rare  in  children,  but,  as  far  as  he  knew, 
all  of  those  recorded  had  been  associated  with  intra-cranial 
haemorrhage.  The  only  addition  he  had  to  make  to  the  observa- 
tions o£  Dr.  Guthrie  was  that  the  disease  sometimes  began  in  the 
yjelvis  of  the  kidney.  A  stone  in  the  kidney  would  sometimes 
produce  it.  He  quite  agreed  that  the  idea  of  it  having  its  origin 
in  any  form  of  parenchymatous  nephritis  was  wrong.  In  999 
out  of  a  thousand  cases  the  onset  of  interstitial  nephritis, 
whether  in  the  child  or  in  the  adult,  was  occult  and  very 
insidious,  and  it  was  often  associated  with  sclerosis  in  other 
parts  of  the  body.  The  secretion  from  the  kidney  offered  only 
a  small  part  of  the  material  which  they  had  for  diagnosis,  foV 
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the  nature  of  the  case  was  recognised  bj  the  cardio-vascular 
symptoms.  Blood-pressure  in  the  kidney  was  a  very  variable 
condition.  The  diagnosis  was  often  made  from  the  urine  alone, 
and  such  a  course  was  productive  of  much  needless  mental 
distress.  He  believed  Dr.  Guthrie  would  agree  with  him,  in 
regard  to  the  case  he  had  related,  that  the  important  feature 
was  the  cardio-vascular  changes,  and  it  was  that  which  led  to 
the  fear  of  the  adverse  progress  of  the  disease.  It  was  so,  and 
more  so  in  children  than  in  adults.  But  whether  speaking  of 
aetiology  or  diagnosis,  he  urged  great  care  in  the  use  of  the  term 
interstitial  nephritis. 

Dr.  Leonard  Guthrie,  in  reply,  said  he  did  not  lay  down 
a  law  regarding  syphilis  as  a  causal  factor  in  the  condition  ; 
he  simply  meant  that  syphilis,  both  congenital  and  acquired, 
might  be  a  more  frequent  cause  of  so-called  granular  kidney 
than  was  generally  supposed.  With  regard  to  the  evidence  of 
that  in  the  present  case,  there  was  none,  except  that  the  mother 
had  six  miscarriages.  The  father  died  of  some  disease  which, 
from  the  description,  might  have  been  syphilis,  This  case  and 
Dr.  Sutherland's  both  had  the  facies  of  syphilis,  and  it  was  the 
facies  which  led  him  to  suspect  syphilis.  He  agreed  with  Dr. 
Sansom  that  some  of  the  cases  began  in  the  pelvis  of  the 
kidney,  and  that  was  very  often  due  to  the  obstruction  of  a 
small  stone  getting  down  near  to  the  bladder.  But  he  did  not 
think  that  was  quite  the  same  as  what  was  regarded  as  inter- 
stitial nephritis,  because  it  was  a  septic  condition,  and  in 
such  cases  he  did  not  think  the  cardio-vascular  changes  were 
marked. 

Dr.  Theodore  Fisher  (Bristol)  sent  a  letter  and  a  sketch, 
the  latter  of  which  was  passed  round  for  inspection. 


28.  THE  TREATMENT  OF  INaROWINGT  UPPER 
TEETH. 

By  SIDNEY  SPOKES. 

The  normal  articulation  of  the  teeth  in  the  mandible 
with  those  of  the  maxilla  is  a  matter  ol:  more  importance 
than  is  usually  recognised.      Further,  it  may  probably  be 
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said  that  few  practitioners  know  what  the  normal  articu- 
lation is.  For  instance,  one  has  read  in  a  hospital  report 
of  a  jaw  case  that  the  patient  was  discharged  well,  except 
that  the  upper  front  teeth  slightly  overlapped  the  lower 
ones — which  is  precisely  what  they  should  do.  The  outer 
cusps  of  the  back  teeth  in  the  mandible  should  also  close 
just  inside  those  of  the  upper.  There  are  other  arrange- 
ments of  cusps,  which  have  equal  importance  when  consi- 
dered from  the  functional  point  of  view,  but  the  few 
remarks  I  now  venture  to  make  have  reference  to  the 
treatment  of  irregularity  of  the  front  teeth,  and  especially 
to  that  variety  which  consists  of  a  shutting  inside  the 
dental  arch  of  one  or  more  upper  teeth,  the  cutting  edges 
of  the  corresponding  lower  teeth  closing  in  front  of  them. 
This  state  of  things,  besides  being  unsightly,  tends  to 
interfere  with  the  lateral  movements  in  mastication,  and 
should  receive  treatment.  An  upper  tooth  may  erupt  in- 
side the  arch  in  consequence  of  general  crowding  of  the 
teeth  in  a  small  maxilla,  but  a  very  common  cause  is  to 
be  found  in  the  undue  retention  of  a  temporary  tooth.  It 
is  therefore  a  matter  of  importance  that  children's  mouths 
should  be  kept  under  observation,  especially  during  the 
change  of  dentitions.  A  systematic  inspection  should  be 
made  at  least  every  six  months. 

The  usual  method  of  treatment  adopted  to  bring  into 
line  an  ingrowing  front  tooth  is  to  have  a  vulcanite  plate 
made  to  cover  the  palate.  The  plate  is  made  to  fit  behind 
the  necks  of  the  teeth  and  opposite  the  misplaced 
tooth  a  wooden  peg  or  wedge  is  inserted  into  the  plate,  and 
is  renewed  from  time  to  time  as  the  tooth  is  gradually 
pushed  forward,  until  its  cutting  edge  finally  closes  in 
front  of  the  lower  tooth.  There  are  other  mechanical 
methods  of  advancing  such  misplaced  teeth,  but  they  all 
have  the  disadvantage  of  requiring  apparatus  fixed  in  the 
mouth  ;  so  that  in  recent  years  it  has  seemed  to  a  few 
practitioners  that  where  there  is  any  reasonable  space 
between  the  neighbouring  teeth,  one  of  these  shut-in 
teeth   may  be  forcibly   advanced   in  one  operation,  by  a 
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suitable  instrument,  to  the  place  where  it  is  wished  that 
it  should  be.  And  the  results  seem  to  justify  what  at 
present  is  perhaps  not  regarded  as  orthodox  treatment. 

Models  of  three  cases  were  shown,  and  the  instrument 
used.  (Read  January  the  18th ,  1901.) 

Discussion. 

The  Chairman  (Dr.  Dawson  Williams)  expressed  the 
thanks  of  the  Society  to  Mr.  Spokes  for  his  interesting  demon- 
stration, and  the  meeting  terminated. 


29.  A  CASE  OF  COXA  VAEA  AFTEE  SUEOICAL 
TREATMENT. 

By  W.  WATSON   CHEYNE,  CM.,  F.E.S. 

Teis  was  a  case  of  coxa  vara  in  a  child  ten  years  of  age, 
on  whom  he  had  operated  four  years  ago  on  the  left  leg 
in  the  following  manner.  A  longitudinal  incision  was 
made  on  the  outer  side  of  the  thigh  at  the  upper  part, 
the  femur  divided  transversely  below  the  lesser  trochanter, 
and  the  limb  rotated  inwards,  so  that  when  fastened  to  the 
upper  part  of  the  femur  it  moved  through  the  normal  limits 
of  rotation.  The  ends  of  the  bones  were  fixed  in  this 
position  by  a  perforated  plate  of  aluminium  embracing 
both,  and  fixed  on  by  nickelled  tin-tacks.  This  plate  is 
still  in,  the  position  of  the  foot  is  normal,  and  the  patient 
walks  quite  well  with  that  leg.  The  right  leg,  which 
was  not  operated  on,  still  shows  marked  external  rotation, 
and  it  has  not  grown  so  fast  as  the  left,  being  now  one 
and  a  half  inches  shorter. 

He  had  already  brought  before  the  Clinical  Society  a 
ca.se  of  coxa  vara  treated  in  the  same  way  as  the  present 
one.     The   case   was  interesting  as   showing   the  results 
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some  years  after  operation.  When  he  treated  his  first 
case  the  name  coxa  vara  had  not  been  invented,  and  he 
called  it  '^  external  rotation  of  the  femur,"  under  which 
name  it  appeared  in  the  '  Clinical  Society^s  Transactions/ 
In  that  case  he  had  considered  what  he  could  do  for  the 
child,  as  it  could  not  walk;  and  it  seemed  to  him  that 
though  he  could  not  get  the  neck  of  the  femur  rectified, 
if  he  could  get  the  leg  below  the  trochanter  in  the  proper 
position,  probably  the  child  Avould^  be  all  right.  He 
operated  in  that  case  in  exactly  the  same  manner  as  in 
the  present  instance.  In  that  case  the  patient  came  back 
three  years  later  with  an  abscess  at  the  spot,  and  he 
therefore  removed  the  plate  and  nails,  and  the  condition 
cleared  up. 

Since  then  another  operation  had  been  introduced  for 
the  treatment  of  coxa  vara,  but  was  applicable  only  to 
adults.  It  consisted  of  cutting  down  on  the  neck  of  the 
femur,  and  taking  out  a  wedge  of  such  direction  and  size 
as  would  enable  one  to  rotate  the  femur  in  its  proper 
position.  But  in  a  child  he  did  not  think  that  operation 
would  be  as  satisfactory  as  the  present  procedure  seemed 
to  have  been. 

He  had  used  aluminium  plates  similar  to  that  mentioned 
for  several  fractures. 

{Exhibited  February  the  Ibth,  1901.) 


Discussion. 

Mr.  Clement  Lucas  said  the  case  shown  by  Mr.  Cheyne 
was  exceedingly  interesting.  The  operation  which  had  been 
described  was  generally  known  as  Grants',  though  perhaps 
not  used  for  the  particular  class  of  case  now  before  them. 
Gants  was  the  first  to  suggest  division  of  the  femur  below  the 
trochanters  for  the  correction  of  certain  cases  of  contracted  hip 
in  which  the  neck  had  disappeared.  Adams'  operation  consisted 
of  division  of  the  neck  of  the  femur  for  cases  of  deformed  hips 
in  which  there  was  contraction.  Both  operations  had  been  of 
the  greatest  service  in  correcting  deformity  of  the  hip-joint. 
The  application  of   Gants'  operation  to   the  present  condition 
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belonged  to  Mr.  Chevne,  who  had  not  only  corrected  the  deformity 
so  far  as  the  rotation  was  concerned,  but  had  considerably 
lengthened  the  femur.  His  own  experience  in  operating  on 
bowed  femora  was  that  a  lengthening  of  two  inches  could  be 
produced  by  the  time  healing  was  complete.  When  operating 
on  cases  in  the  Evelina  Hospital  it  was  found  absolutely 
necessary,  after  taking  out  a  wedge  from  a  bowed  femur,  to 
operate  on  the  other  side  also.  The  similar  operation  here 
suggested  that  the  cause  must  be  similar.  He  thought  the 
chief  part  of  the  lengthening  was  due  to  the  correction  of  the 
bone ;  and  secondly,  to  the  fact  that  the  femur,  having  been  put 
into  its  right  angle  for  bearing  weight,  lengthened  more  accord- 
ing to  normal  growth  than  did  a  femur  out  of  its  proper 
direction.  Where  the  femur  was  rotated  and  the  limb  was 
bowed  in  various  directions  the  femur  did  not  continue  to  grow 
normally,  because  the  normal  pressure  was  not  in  the  proper 
axis.  The  new  operation  for  adults  was  certainly  an  improve- 
ment on  that  under  discussion,  namely,  attacking  the  neck  of 
the  femur  itself.  Therefore  in  operating  in  those  situations 
they  were  following  on  Adams'  lines. 

Mr.  Jackson  Clarke  said  he  was  continually  confronted  with 
the  class  of  case  under  discussion,  and  had  at  the  present  time 
twenty  under  his  care  at  the  City  Orthopaedic  Hospital.  The 
first  set  of  ideas  they  brought  to  his  mind  was  the  relation 
between  rachitic  deformities  and  traumatic  conditions.  He 
had  a  gradation  of  cases  from  complete  separation  of  epiphyses 
to  slowly  formed  coxa  vara  deformities.  In  the  worst  of  them 
a  sudden  onset  from  injury  could  always  be  traced  ;  but  in  the 
slighter  ones  it  was  a  gradual  yielding  of  softened  tissue,  to 
which  the  ordinary  strains  of  walking  were  traumatism.  The 
deformity  seen  in  fractures  of  the  neck  of  the  femur  in  adults 
gave  rise  to  a  somewhat  similar  condition,  namely,  eversion  of 
the  foot  and  adduction  of  the  limb.  In  dealing  with  the  cases  in 
children  up  to  the  age  of  thirteen  to  fifteen  he  used  orthopaedic 
guiding  means,  and  he  had  been  very  much  gratified  by  the 
results.  He  had  a  light  apparatus  made  for  night  use,  so  that 
the  child  could  not  sleep  in  the  awkward  position  they  tend  to 
assume,  i.  e.  with  the  feet  placed  at  the  sides  of  the  face.  In 
the  daytime  a  light  instrument  reaching  to  the  hip  was  worn, 
which  prevented  the  feet  from  being  everted  ;  and  by  that  means, 
together  with  passive  and  active  exercises  and  general  medical 
and  dietetic  measures,  he  had  been  surprised  at  the  improve- 
ment which  occurred.  In  this  way  most  of  the  cases  were,  so 
far  improved  that  no  operative  treatment  was  called  for.  In 
the  worst  cases,  such  as  that  shown  by  Mr.  Chevne,  some 
operative  interference  was  necessary.  In  one  case,  that  of  a  girl 
aged  15  years,  he  found,  oh  having  a  good  skiagram  made,  thai 
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there  was  a  complete  separation  of  the  head,  although  there  was 
no  grating  clinically.  The  hip-joint  was  opened,  the  loose 
head  removed,  and,  with  a  little  shortening  of  the  limb,  the  girl 
now  walked  about  well  and  firmly.  He  had  the  light  apparatus 
so  made  as  to  encourage  adduction  of  both  limbs,  having  a  stop 
joint  so  as  to  prevent  the  child  bringing  the  feet  close  together. 
In  the  more  severe  cases  he  believed  the  operation  of  removing 
a  wedge  from  the  neck  of  the  femur  was  introduced  by  Kraske ; 
and  since  that  time  Hoffmeister  had  suggested  the  substitution 
of  intra- trochanteric  osteotomy.  His  own  experience  of  the 
latter  operation  was  for  fixed  adduction  left  from  hip- joint 
disease.  In  that  condition  he  found  it  a  very  satisfactory 
proceeding.  Most  of  the  cases  under  his  care  were  young  and 
growing  children,  in  whom  he  was  using  methods  of  guiding 
growth  and  improving  the  general  nutrition.  It  would  be  some 
years  before  any  of  the  cases  became  ripe  for  operation,  but 
when  that  time  came  he  would  be  inclined  to  try  intertrochan- 
teric osteotomy. 

Dr.  Sutherland  asked  what  further  treatment  Mr.  Oheyne 
proposed  in  the  present  case,  as  the  condition  was  not  a  good 
final  one  ;  also  with  respect  to  the  spine. 

The  Chairman  (Mr.  Watson  Cheyne)  said,  in  replying  on 
the  discussion,  that  he  was  aware  G-ants  divided  the  femur  below 
the  trochanter  for  flexion  or  for  adduction,  but  he  did  not  think 
that  surgeon  used  it  for  rotation.  As  a  matter  of  fact  he  had 
thought  out  the  operation  himself  without  reference  to  Mr.  Gants' 
operation.  With  regard  to  the  intertrochanteric  osteotomy,  he 
thought  it  would  be  difficult  lo  get  enough  rotation  with  it. 
He  had  to  rotate  for  a  considerable  distance,  from  beyond  a  right 
angle  to  considerable  inversion,  before  he  could  get  the  limb  right. 
If  they  divided  the  bone  between  the  trochanters  he  did  not  think 
rotation  would  be  properly  secured ;  the  very  obliquity  would  pre- 
vent rotation.  (Mr.  Jackson  Clarke  said  the  rotation  was  cured 
in  his  cases  by  instrumental  treatment  in  a  year  or  two.)  Mr. 
Cheyne  said  he  could  believe  that,  because  rotation  had  been 
improved  very  much  in  the  present  child  in  the  leg  on  which  he 
had  not  operated.  With  regard  to  lengthening  the  femur, 
naturally  if  they  took  a  wedge  out  of  a  bowed  leg  they  made  it 
longer,  but  that  was  an  immediate  effect,  and  he  was  concerned 
with  a  remote  one.  His  action  was  not  much  directed  to  the 
alteration  of  the  bow,  but  to  the  rotation.  He  was  at  a  loss  to 
explain  the  lengthening  which  took  place  afterwards.  He  could 
not  answer  now  Dr.  Sutherland's  question,  as  he  had  only  that 
day  seen  the  case  again  after  an  absence  of  two  or  three  years. 
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30.   A   CASE   OF   ]\IYX(EDEMA  IN  A   BOY  AOED   SIX 

YEARS. 

By   LEONARD   OUTHRIE,    M.D. 

The  height  of  the  child  six  months  ago  was  two  feet 
six  inches,  it  was  now  three    feet.      The  head  was    then 
large  and  rickety,  and  the  anterior  fontanelle   was  open, 
but  it  was  now  closed.      The  hair  was  thin,  dry  and  sparse, 
and  sandy  ;   now  it  was  lighter  in  colour,  soft  and  silky. 
The    complexion  had  changed   from   a   flabby   flush  to  a 
healthy  pink  appearance.      The  lower  eyelids   were   then 
boggy,  but  were  not  so  now.      The    teeth   were    cut,  but 
they  were   small,  short,  and  ill-developed.      It  would  be 
interesting  to  notice   whether  the  child    would    shed    his 
early   teeth    rapidly,  or    whether    he    would   retain   them 
beyond  the  usual  time.      Six  months  ago  the   expression 
was  dull,  placid,  and  fatuous  ;  now  it  would  be  seen  to  be 
very  much  more  intelligent.      There  was  no  trace  of  the 
thyroid  in  the  neck,  but  there  were  previously  lobulated 
swellings  above  the  clavicles,  also  pads  of  fat  over  the  pos- 
terior parts  of   the   scapula  ;   these  had  now  disappeared. 
The  skin  was  formerly  very  dry  and  flabby,  but  now  the 
skin  and  subcutaneous  tissue  were  firm.    The  circulation  was 
poor,  but  the  heart-sounds  were  normal,  and  the  tempera- 
ture was  not  subnormal.      His  movements  six  months  ago 
were  extremely  deliberate ;  he  would  occupy  a  minute  in 
getting  from  one  end  of  the  bed  to  the  other ;  indeed,  the 
movements   might   be   likened   to   those  of   a  small  sloth 
bear.      He  made  his  wants  known  by  inarticulate  sounds, 
but  he  was  not  dirty  in  habits.      The  mother  said  that  the 
intelligence  had  very  much  increased  after  the  adminis- 
tration of  thyroid,  and  he  could  now  repeat  his  alphabet 
and   spell   small  words.     There  was   some   lordosis    still, 
but     not    so    marked    as    before.      Nystagmus    was   still 
present.      On  the  whole,  the  result  of  treatment  was  very 
satisfactory. 
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If  the  administration  of  the  thyroid  extract  was  stopped 
he  could  see  nothing  to  prevent  relapse.  The  limit  of 
tolerance  of  the  present  patient  was  a  dose  of  IJ  grains 
twice  a  day.  If  that  were  exceeded  the  boy  became  faint 
and  tremulous.  {Exhibited  February  the  loth,  1901.) 

Discussion. 

Dr.  Shuttleworth  said  Dr.  Guthrie  was  to  be  congratulated 
ou  the  result  of  the  thyroid  treatment  in  the  case.  He  (Dr. 
Shuttleworth)  had  seen  many  of  these  children  in  the  asylums 
and  in  the  special  schools  of  the  London  School  Board,  and 
frequently  encountered  cases  where  the  parents  did  not  take  the 
trouble  to  continue  the  treatment,  and  in  every  such  case  a 
relapse  occurred.  Sometimes  cases  would  be  brought  back 
quite  as  bad  as  ever  they  were,  because  treatment  had  been 
discontinued . 

Dr.  John  McCaw  (Belfast)  said  the  case  shown  by  Dr. 
Outhrie  was  most  interesting.  He  (Dr.  McCaw)  had  also  seen 
many  cases,  and  agreed  that  a  relapse  occurred  when  the  treat- 
ment was  discontinued.  In  the  Children's  Hospital  at  Belfast, 
last  year,  a  case  of  myxoedema  was  treated  by  thyroid,  and 
during  such  treatment  serious  symptoms  supervened.  The 
dosage  had  been  gradually  worked  up  to  ten  grains  a  day,  and 
suddenly  one  evening  symptoms  of  collapse  set  in.  He  thought 
the  possibilities  of  such  occurring  during  treatment  should  be 
borne  in  mind,  otherwise  the  practitioner  might  be  at  a  loss  to 
understand  the  case. 

Dr.  Dan  McKenzie  (Leytonstone)  said  he  had  had  some 
experience  of  endemic  goitre,  and  in  connection  with  the  disease 
he  saw  one  or  two  cases  of  cretinism  which  were  undoubtedly 
connected  with  that  mysterious  disease.  These  cases  did  fairly 
well  under  thyroid  treatment,  but  not  so  well  as  cases  of  sporadic 
cretinism.  With  regard  to  the  quoted  remark  of  Dr.  Cheadle, 
he  (Dr.  McKenzie)  was  not  aware  that  any  case  had  been  recorded 
in  which  such  a  child  had  been  brought  up  to  full  adult  life, 
possessing  all  the  functions  of  the  normal  individual.  Until 
such  a  case  was  brought  they  had  no  right  to  say  that  cretinism 
could  be  cured  without  continuing  the  extract.  The  difficulty 
was  to  get  such  cases  early  enough.  When  the  symptoms 
aroused  the  alarm  of  the  mother  the  child's  condition  had 
probably  existed  three  or  four  years,  and  probably  the  case  was 
seen  too  late  for  the  treatment  to  get  well  grounded  at  the  best 
stage  of  life. 

Dr.  Fletcher  Beach  said  he  had  had  a  fairly  large  experience 
of  such  cases,  and  one  important  point  was  that  the  older  the 
child,  the  less  good  was  to  be  derived  from  the  thyroid  treat- 


NYSTAGMUS   AND   HEAD^NODDING,  95 

ment.  He  had  now  two  persons  under  his  care,  one  aged 
eighteen  and  the  other  sixteen,  in  neither  of  whom  could  he 
find  any  good  from  the  treatment.  Five  grains  daily  had  been 
taken,  and  it  produced  no  bad  symptoms.  Undoubtedly  they 
had  to  guard  against  large  doses,  as  they  caused  tachycardia. 
The  present  child  seemed  to  be  at  the  age  when  the  best  results 
were  produced.  He  thought  it  impossible  that  the  condition 
could  be  cured  so  that  the  thyroid  could  be  discontinued  with 
impunity.  He  maintained  that,  for  the  child  to  be  cured,  it  was 
necessary  to  take  the  thyroid  for  the  rest  of  its  natural  life. 
He  remembered  the  case  of  a  girl  under  that  treatment  who,  on 
account  of  measles  breaking  out  in  the  hospital,  was  obliged  to 
leave  for  a  time,  and  when  she  came  back  the  treatment  had  been 
neglected  and  she  had  reverted  to  her  primary  condition. 

Dr.  Leonard  Guthrie,  in  reply,  said  he  agreed  that  care 
should  be  taken  not  to  press  the  thyroid  ;  giving  ten  grains 
a  day  to  a  child  was  far  more  than  ought  to  be  attempted. 


31.  a  case  of  nystaamus  and  head-noddino 
in  an  infant  aged  nine  months, 

By  dan  Mckenzie,  m.d. 

The  female  infant,  whose  age  is  nine  months,  is 
large,  plump,  flabby,  and  rickety  in  a  minor  degree.  She  is 
too  intelligent  for  her  age.  She  has  been  reared  on 
condensed  milk.  Jerking  of  the  head  was  first  observed 
at  Christmas,  1900,  and  passed  off  in  about  a  fortnight. 
It  was  followed  by  nystagmus  of  a  rotatory  character. 
Occasional  oscillation  of  the  head  was  seen  after  the  onset 
of  the  nystagmus.  She  also  had  occasional  twitching  of 
the  left  corner  of  the  mouth,  the  spasm  sometimes  extend- 
ing to  the  shoulder  muscles  on  the  same  side.  Temporary 
lapses  of  consciousness  have  been  noticed.  The  child 
fixes  with  only  one  eye  at  a  time,  the  eye  in  use  oscil- 
lating in  the  attempt  to  fix.  Ordinary  vision  seems 
normal  and  colour  vision  is  present,  'i'he  child  prefers 
looking  at  objects  over  her  head.  She  has  been  treated 
by  drop  doses  of  Liquor  Arsenicalis  thrice  daily. 

{Exhibited  February  the  Ir^th,  1901.) 
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Discussion. 

Dr.  Cautley  said  oases  of  the  kind  just  shown  were  not  very 
uncommon,  but  true  head-nodding  was  seldom  seen.  Although 
the  cases  were  called  eclampsia  nutans  he  did  not  remember 
a  single  case  having  purely  nodding  movements;  they  were 
usually  of  a  lateral  type.  The  prognosis  was  excellent,  as  he 
believed  all  the  cases  recovered,  and  apparently  without  leaving 
any  nerve  affection  behind.  He  had  not  heard  of  a  case  being 
followed  by  epilepsy.  A  curious  association  with  the  movements 
of  the  head  was  those  of  the  eyeball,  as  if  there  was  some  close 
connection  between  the  oculo-motor  nuclei  and  the  nuclei  of  the 
spinal  accessory  nerve.  He  had  not  heard  an  explanation  put 
forth  which  seemed  feasible,  but  it  occurred  to  him  the  cause 
might  be  some  delayed  or  impaired  or  unequal  development  of 
the  nerve  centres.  Those  children  were  unusually  precocious, 
and  the  movements  of  the  eyes  and  head  were  those  which  came 
on  very  early  in  life.  Another  suggestion  was  that  the  condition 
was  due  to  severe  exertion ;  that  in  consequence  of  the  move- 
ments of  that  part  of  the  body  being  earlier  developed,  they  got 
very  fatigued. 

Mr.  Sydney  Stephenson  said  he  agreed  that  the  condition 
of  head-jerking  with  nystagmus  was  not  uncommon.  A  few 
years  ago  he  had  no  difficulty  in  collecting  twelve  such  cases  in 
as  many  weeks  at  the  North-Eastern  Hospital  for  Children,  and 
he  had  been  occasionally  puzzled  by  some  cases  which  came  to 
him  with  the  nystagmus  before  the  head- jerking  came  on.  He 
agreed  that  pure  nodding  was  rare.  Occasionally  one  could 
obtain  a  history  of  nodding  movements  at  one  period,  followed 
by  lateral  movements  at  another.  Occasionally  when  under 
observation  a  child  would  nod  and  rotate  or  roll  the  head  about. 
Sometimes  there  was  no  nystagmus,  that  symptom  being 
replaced  by  a  periodic  squint.  That  he  had  noticed  on  three 
occasions  ;  a  child  was  brought  to  him  with  periodic  squint  and 
movements  of  the  head,  and  later  on  nystagmus  developed, 
which  seemed  to  render  the  causation  fairly  clear.  Another 
point  was  a  curious  retraction  of  the  upper  lids,  exposing  more 
eyeball  than  usual,  and  sometimes  varying  in  degree  whilst  the 
child  was  under  observation.  Most  of  the  cases  he  had  seen 
were  in  children  of  Hebrew  parents,  who  were  notoriously 
subject  to  neuroses.  Two  days  ago  he  saw  a  child  of  two  years 
who  had  an  ulcer  of  one  cornea.  The  eyes  rolled  about  from 
side  to  side.  He  asked  the  mother  how  long  the  eyes  had  been 
rolling,  and  received  the  reply,  "  Ever  since  it  was  three  months 
old."  "  But,"  added  the  mother,  "  I  do  not  attach  much 
importance  to  it."  On  being  asked  why,  she  said  she  had  had 
six  other  children,  and  they  all  began  to  roll  their  eyes  and  heads 
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at  about  three  months,  but  they  had  all  got  well.     He  thought 
that  indicated  a  family  tendency. 

Dr.  Dan  McKenzie  (LeytonstoneV  in  reply,  said  the  unequal 
development  theory  did  not  explain  the  transient  faints  and  un- 
consciousness. He  thought  there  was  some  functional  derange- 
ment of  the  nervous  system  involving  the  higher  centres,  not 
simj^ly  the  centres  of  co-ordination.  Squint  was  mentioned  in 
connection  with  some  of  the  cases  reported,  and  some  writers 
had  also  called  attention  to  the  family  tendency.  Perhaps  it  was 
fortunate  that  they  tended  to  get  well  spontaneously,  because 
there  was  not  much  prospect  of  treatment  improving  them. 


32.  A  CASE  OF  MENINGITIS  DUE  TO  ACUTE 
SUPPURATIVE  OTITIS;  PUNCTURE  OF  DRUMS; 
RECOVERY. 

By  LAMBERT  LACK,  M.D. 

'The  patient,  an  infant  aged  fifteen  months,  was  first 
seen  on  January  the  2nd,  1901.  For  three  weeks  he  had 
been  crying  a  good  deal  and  putting  his  hands  up  to  his 
ears.  The  head  was  noticed  to  be  retracted.  Latterly 
he  had  occasionally  been  sick,  was  wasting  rapidly, 
screamed  out  often,  and  the  head  was  more  retracted. 

On  January  the  2nd  the  child  was  very  wasted,  the  skin 
being  loose  and  inelastic  ;  the  head  was  markedly  retracted, 
and  there  was  great  rigidity  of  the  neck.  No  rigidity  of 
the  limbs,  pupils  equal,  no  squint,  knee-reflexes  active, 
ankle-clonus  present.  There  was  occasional  sickness. 
The  child  did  not  cry  much  unless  disturbed. 

The  left  drum  was  bulging,  and  on  puncture  much  pus 
was  evacuated.  Three  days  later  the  child  was  distinctly 
better,  no  sickness,  and  the  retraction  of  the  head  and 
rigidity  of  the  neck  much  less.  The  right  ear  was 
punctured  and  pus  let  out.  The  left  ear  was  still  dis- 
charging. Four  days  later  (seven  since  operation)  the 
di.scharge  from  the  ears  had  ceased,  the  perforation  in 
the  drums  had  healed,  and  the  membranes  were  not 
bulging.      The  symptoms  of  meningitis   had  passed   off. 

7 


98  MENINGITIS. 


Ankle-clonus  could  not  be  obtained.  On  January  14tli 
the  child  was  still  greatly  wasted,  but  otherwise  well  enough 
to  return  home. 

The  case  is  an  interesting  example  of  a  child  suffering 
from  the  usual  symptoms  of  acute  basic  meningitis  asso- 
ciated with,  and  presumably  due  to,  suppuration  in  the 
ears,  and  cured  by  simply  puncturing  the  drums.  It  is 
doubtful  if  actual  meningitis  is  present  in  these  cases,  or 
whether  suppurative  otitis  in  infants  may  simulate 
meningitis.  In  any  case  the  fact  remains,  that  cases 
presenting  all  the  cardinal  symptoms  of  meningitis  may 
be  cured  by  treating  the  ears  ;  and  it  follows  that  in  every 
case  of  meningitis  the  ears  should  be  carefully  examined, 
and  promptly  treated  if  found  affected.  There  can  be 
little  doubt  that  in  such  a  case  as  the  above  meningitis 
would  have  followed  if  the  ear  affection  had  not  been 
treated.  (bJxhihited  February  the  Ihth,  190].) 

Discussion. 

Dr.  Theodore  Fisher  (Bristol)  remarked  that  Dr.  Lack  said 
it  was  difficult  to  prove  in  such  cases  whether  meningitis  was 
present.  He  regretted  to  say  he  had  been  able  to  prove  the 
absence  of  meningitis  m  such  a  case.  He  sent  a  case  into  a 
children's  hospital  last  summer,  with  retraction  of  the  head  and 
other  symptoms  associated  with  summer  diarrhoea.  That  ended 
fatally.  The  idea  of  trouble  having  arisen  in  the  ears  had  not 
occurred  to  him  or  the  others  under  whose  care  the  child  was. 
Post  mortem  nothing  was  found  in  the  meninges  to  account  for 
death,  but  there  was  pus  in  both  middle  ears,  and  probably  the 
cause  of  death  was  septicaemia. 

Dr.  Cautley  asked  what  particular  organism  was  found  in 
the  ear.  Was  the  diplococcus  of  pneumonia  present  ?  That  did 
sometimes  give  rise  to  basal  meningitis,  from  which,  however, 
the  patient  frequently  recovered. 

Dr.  Lister  said  he  had  made  mumerous  post-mortem  exa- 
niinations  where  a  pneumococcal  infection  of  the  middle  ear 
had  been  found,  there  being  no  meningitis  present. 

Mr.  Jackson  Clarke  said  that  a  long  time  ago,  when  he  was 
at  St.  Mary's  Hospital,  he  examined  twenty  or  thirty  cases  and 
found  pus  containing  tubercle  bacilli. 

Dr.  Lambert  Lack,  in  reply,  said  that  he  regretted  that  no 
examination  of  the  pus  had  been  made,  therefore  he  could  not 
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Bav  what  organism  was  present.  As  a  matter  of  fact  he 
punctured  the  ears  of  nearly  all  the  cases  of  meningitis  that 
he  saw.     He  was  not  always  prepared  to  make  cultures. 


33.    BILATEKAL    PROTRUSION   OF   EYEBALLS   IN  A 
GIRL  AGED   TWELVE   YEARS;    (?)    CAUSE. 

By  GEORGE   CARPENTER,   M.D. 

The  case  was  that  of  a  girl,  aged  12  years,  who  had  suf- 
fered from  proptosis  for  six  months.  Graefe's  sign  was 
occasionally  present.  The  heart  was  natural.  Her  neck 
was  short ;  the  face  of  adult  type ;  the  head  large  and 
square,  23  inches  in  circumference,  slightly  bossed  and 
suggestive  of  antecedent  Parrot^ s  nodes.  The  incisor 
teeth  were  slightly  ridged,  and  suggested  that  she  had 
been  given  a  mercurial  course  during  infancy.  She 
complained  of  giddiness  when  her  head  was  thrown  back. 
The  ears  and  hearing  were  natural.  She  had  exaggerated 
plantar  and  patellar  reflexes,  and  slight  ankle  and  knee 
clonuses  but  no  rigidities.  Her  gait  was  deliberate  though 
weak,  for  she  stumbled  at  times.  She  could  jump  from 
a  couch  with  deliberation.  The  fundus  oculi  presented  the 
condition  known  as  "  pseudo-neuritis,^'  and  was  otherwise 
quite  healthy.  On  her  trunk,  back  and  front,  were 
several  patches  of  pigmentation ;  the  nipples  and  linea 
alba  were  natural.  She  had  not  been  taking  arsenic. 
The  case  was  brought  for  an  expression  of  opinion  by 
members  of  the  Society  as  to  the  special  significance,  if 
any,  of  the  proptosis  in  the  absence  of  other  well-known 
associated  conditions,  and  as  to  what  meaning  could  be 
attached  to  the  nervous  phenomena  detected  in  the  lower 
extremities.  (Exhibited  February  the  l5^/i,  1901.) 
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34.  A   CASE    OF   MACROSTOMA   WITH   CONGENITAL 
CLUB-HAND. 

By  JACKSON  CLAEKE,  M.B. 

The  case  was  that  of  a  child  aged  nine  months.  At 
birth  there  was  a  marked  condition  of  macrostoma  and 
severe  club-hand^  both  on  the  right  side.  He  had 
operated  on  the  macrostoma  when  the  patient  was  five 
weeks  old.  Before  the  operation  the  baby  was  very  thin 
owing  to  its  inability  to  suck.  Since  the  operation  it  had 
become  fat.  The  deformed  hand  was  sharply  bent  to  the 
radial  side,  and  the  radius  was  absent.  At  present  the 
treatment  was  limited  to  passive  manipulations  and  the 
use  of  the  malleable  splint.  When,  and  if  the  child 
reached  the  age  of  five  or  six  years  he  contemplated  ope- 
rating by  section  of  ligaments,  elongation  of  tendons,  and 
splitting  the  lower  end  of  the  ulna. 

{Exhibited  February  the  Ibth,  1901.) 

Discussion. 

The  Chairman  (Mr.  Watson  Cheyne)  said  Mr.  Jackson 
Clarke  was  to  be  congratulated  on  the  result  of  the  operation. 

Dr.  Sutherland  asked  whether  Mr.  Jackson  Clarke  could 
give  any  reason  for  the  association.  Had  the  child's  hand  been 
pressed  into  its  mouth  during  uterine  life  ? 

Mr.  Jackson  Clarke,  in  reply,  said  his  own  idea  was  that 
the  hand  had  been  pressed  into  the  mouth  in  utero. 


35.  A   CASE    OE    ACUTE    EETEO-BULBAE    NEUEITIS 
IN    A    GIEL    AOED    TEN    YEAES. 

By  AENOLD   LAWSON,  M.D. 

The  history  dates  back  to  May,   1900,  when  the  child 
suddenly  complained  of  loss  of  sight  in  the    right   eye. 
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She  is  positive  that  her  sight  was  unaffected  the  night 
before.  The  left  eye  was  a  shrunken  stump  lost  in  infancy. 
The  sight  failed  very  rapidly,  and  when  first  seen,  two 
days  after  the  onset  of  symptoms,  she  w^as  practically  blind. 
Ophthalmoscopically  the  arteries  were  normal,  the  veins 
slightly  turgid,  and  the  disc  margin  slightly  blurred. 
The  pupil  was  semi-dilated  and  almost  immobile,  and  the 
vision  reduced  to  bare  light  perception  with  bad  pro- 
jection. The  family  history  was  bad,  the  father  and  four 
brothers  and  sisters  having  died  of  phthisis,  tubercle 
being  also  in  the  family  on  the  mother's  side.  The  child 
herself  had  been  on  her  back  for  two  years  with  Pottos 
disease.  She  was  ordered  mercurial  inunction,  diaphoretic 
treatment  by  hot  baths,  and  spectrum -blue  glasses  for 
constant  wear.  She  slowly  improved,  but  not  to  any 
marked  degree,  under  this  treatment.  After  three  weeks 
the  stump  of  the  left  eye  was  excised  on  the  supposition 
that  it  might  be  furnishing  a  cause  of  irritation,  though 
there  was  no  external  evidence  that  such  was  the  case. 
Nothing  could  be  found  in  the  excised  stump,  micro- 
scopically or  macroscopically,  to  furnish  any  clue,  but 
the  excision  of  the  stump  was  followed  two  days  later  by 
sudden  marked  improvement,  which  has  been  maintained. 
The  progress  seemed  to  stop  again  after  a  week,  but 
recent  examination  shows  that  slight  steady  improvement 
has  been  going  on.  Her  present  vision  is  about  ^^, 
The  peripheral  field  is  quite  normal.  The  colour  sense 
has  returned  with  reference  to  blue  and  large  saturated 
red  objects  ;  green  sense  is  lost. 

{Exhibited  February  the  Vyth,  1901.) 

Discussion. 

Dr.  John  McCaw  (Belfast)  thought  the  Society  should  feel 
indebted  to  Mr.  Law  son  for  bringing  the  case  foi'ward.  It 
seemed  to  be  the  kind  of  case  which  used  to  be  diagnosed  as 
cerebellar  tumour  in  a  child  with  optic  neuritis.  He  supposed 
the  diagnosis  of  retro-bulbar  neuritis  was  correct,  but  what  was 
the  upshot  of  the  case  if  it  was  tubercular  ?  In  a  child  of  ten 
years  they  must  always  remember  the  hysterical  element. 
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Mr.  Lawson,  in  reply,  said  if  Dr.  McCaw  had  seen  the  case 
he  did  not  think  he  would  have  had  any  doubt  about  the 
condition  of  the  nerve,  which  looked  quite  chalk-like.  There 
was  tremendous  atrophy  of  the  optic  nerve  and  other  signs  of 
blindness,  such  as  a  dilated  pupil  and  immobility  to  light,  and 
the  fact  that  the  child  would  run  against  an  obstacle  and  hurt 
itself.  There  was  no  evidence  of  the  optic  neuritis  seen  in 
connection  with  cerebral  tumour.  The  ophthalmoscopic  signs 
were  practically  nil. 


36.  A   CASE    OF    TETANUS   JSTEONATOEUM   SUCCESS- 
FULLY  TEEATED  WITH  ANTI-TETANUS   SERUM. 

By  JOHN   McCAW,   M.D. 

The  greater  care  bestowed  upon  the  infant  at  birth^ 
together  with  the  more  general  use  of  antiseptics  in  the 
dressing  of  the  cord  and  navel,  have  made  the  appear- 
ance of  this  affection  one  of  considerable  rarity  ;  but 
amongst  the  poor  of  our  cities  large  numbers  of  women 
a;re  attended  by  '^  a  neihgbour  "  or  other  person  to  whom 
antiseptics  are  unknown,  so  that  it  is  not  surprising  if 
a  case  does  occasionally  occur;  indeed,  looking  at  the 
surroundings  of  many  lying-in  chambers,  the  wonder 
must  be  that  more  cases  are  not  seen.  As  this  infant 
was  admitted  into  hospital  under  my  care,  I  had  the 
advantage  of  watching-  it  very  closely,  and  following-  the 
progress  of  the  case  from  day  to  day  ;  but  in  addition 
to  this  I  had  the  satisfaction  of  having  the  diagnosis 
confirmed  by  bacteriological  examination  by  my  friend 
and  colleague.  Dr.  Lorrain  Smith,  whose  report  is  ap- 
pended. 

E.  H — ,  aged  13  days,  was  presented  for  treatment  at 
the  out-patient  department  of  the  Belfast  Hospital  for 
Sick  Children,  Queen  Street,  on  the  morning  of  November 
the  26th,  1900.      She  was  seen  by  the  assistant  physician  in 
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attendance.  Dr.  Leathern,  who  promptly  recognised  the 
nature  of  the  case,  and  admitted  her  to  the  Medical 
Ward. 

History. — The  labour  was  tedious,  but  not  instrumental  ; 
the  confinemejit  was  conducted  by  '^  a  neighbour,"  and 
the  cord  divided  with  the  ordinary  scissors  of  the  house, 
and  dressed  with  a  piece  of  old  linen,  but  whether  this 
was  charred  or  not  before  application  the  mother  does 
not  know.  All  went  well  with  the  child  until  the  ninth 
day,  when  the  mother  observed  that  it  could  not  suckle, 
or  rather  that  it  was  unable  to  fasten  on  the  nipple  ;  she 
also  thought  that  its  shoulders  were  ^'  gathered  up,"  and 
further,  that  it  was  inclined  to  keep  its  head  back. 

On  e<raminatioii. — The  child  was  well  developed,  and 
weighed  7  lbs.  The  skin  and  mucous  membranes  were 
healthy.  The  temperature  was  99°  F.  in  the  rectum,  the 
pulse  130  to  the  minute,  and  the  respirations  normal,  except 
during  the  attacks  of  spasm.  The  child  was  stripped,  and 
examination  revealed  the  following  condition  : — The  whole 
body  seemed  to  be  in  a  state  of  tonic  spasm,  and,  passing 
from  above  downwards,  the  forehead  and  eyebrows  were 
marked  by  transverse  lines;  the  eyelids  were  tightly  closed, 
the  lips  were  pursed  up,  and  deep  furrows  ran  from  the  alae 
of  the  nose  to  the  angles  of  the  mouth.  During  the  periods 
of  definite  exacerbations  all  these  signs  were  accentuated, 
producing  well-marked  risus  sardonicus.  The  jaw  was 
rigidly  closed,  so  that  even  a  spatula  could  not  be 
introduced ;  the  sterno-mastoids  stood  out  boldly,  and 
the  muscles  of  the  back  of  the  neck,  the  spinal  muscles, 
and  those  of  the  abdomen  were  all  firmly  contracted. 
The  arms  were  tightly  drawn  down  to  the  sides,  the  fore- 
arms were  pronated,  and  the  thumbs  and  fingers  were 
rigidly  flexed  into  the  palms.  The  thighs  and  legs  were 
flexed  at  right  angles,  the  feet  were  strongly  arched  and 
in  a  position  of  equino-varus.  There  was  well-marked 
retraction  of  the  head,  and,  during  the  attacks  of  spasm, 
this  retraction,  added  to  the  overaction  of  the  spinal 
muscle?*,  produced  a  condition  of  opisthotonos.     The  con- 
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dition  of  extreme  muscular  irritability  was  very  notice- 
able, so  that  the  least  touch  or  movement  of  the  child 
was  sufficient  to  develop  at  once  a  paroxysm  of  general 
spasm  ;  this  was  well  exemplified  when  the  teat  of  the 
sucking-bottle  was  put  to  its  lips,  or  when  the  child  was 
lifted,  or  its  position  changed.  The  duration  of  the 
spasms  varied,  but  generally,  I  should  say,  they  lasted 
about  half  a  minute.  During  their  occurrence  the  bab}^ 
became  deeply  cyanosed  and  cried  with  a  suppressed  Avhine. 
The  respirations  were  apparently  but  little  interfered 
with  except  during  the  actual  attacks  of  spasm,  and 
auscultation  revealed  nothing  abnormal.  The  abdominal 
muscles  were  so  rigid  as  to  preclude  any  satisfactory 
observations  being  made  concerning  the  action  of  the 
diaphragm.  The  heart-sounds  were  normal,  and  the 
pulsations,  which  were  easily  counted  through  a  widely  open 
anterior  fontanelle,  rang'd  from  160  to  170  to  the  minute, 
the  rate  slowing  down  during  the  spasms.  The  umbilicus 
was  in  a  very  filthy  condition  and  covered  with  foul- 
smelling  pus  and  slough.  The  parts  round  it  were 
swollen  and  of  a  deep  red  colour  for  about  half  an  inch. 
The  mother  was  not  at  all  clear  about  the  cord,  but  she 
thought  it  separated  on  the  fifth  day,  and  it  had  not  been 
dressed  from  that  time  till  the  child  was  brought  to  the 
hospital.  Dr.  Leathem  took  a  swab  from  the  wound  at 
the  time  and  sent  it  to  Dr.  Lorrain  Smith  for  examina- 
tion. 

Treatment  and  progress. — As  this  seemed  a  "suitable 
case  for  a  trial  of  antitetanus  serum  I  decided  to  use  it 
and  it  alone,  and  accordingly  I  injected  on  November  the 
26th  5  c.c.  of  tetanus  antitoxin  from  the  Pasteur  Institute. 
This  was  done  under  the  skin  of  the  left  abdominal  wall 
with  all  due  antiseptic  precautions.  At  this  time  the 
baby  was  quite  unable  to  use  the  feeding-bottle,  and  it 
was  nourished  by  a  suitable  preparation  of  cow^s  milk, 
which  was  introduced  at  the  side  of  the  mouth  and 
allowed  to  trickle  into  the  pharynx,  the  head  being  held 
well    back.      The    umbilicus    was    cleansed  with    boracic 
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lotion  and  a  boracic  fomentation  applied  every  two  hours. 
I  saw  the  baby  again  at  9  p.m.,  and  its  condition  was 
not  changed,  except  that  its  temperature  had  risen  to 
102'6°  F.,  and  the  bowels  had  acted  in  response  to  a 
teaspoonful  of  castor  oil.  At  11  p.m.  the  temperature 
reached  104°  F.,  at  1  a.m.  it  was  103°  F.,  and  at  5  a.m. 
104°  F.  again.  I  visited  it  again  at  10  a.m.,  and 
the  report  was  favourable  ;  the  attacks  of  spasm  were 
very  severe  each  time  it  was  fed  or  moved,  but  otherwise 
it  seemed  comfortable,  and  slept  at  intervals. 

November  the  27th,  10  a.m. — This  morning  the  spasm  of 
the  masseters  was  much  less  pronounced,  and  the  infant 
could  feed  from  the  bottle  ;  bowels  acted  ;  perspiring 
freely;  passed  urine;  temperature  101*8°  F.  At  8  p.m. 
it  seemed  better  ;  still  perspiring  freely  ;  the  ward  sister 
had  not  noticed  the  spasms  so  frequently,  but  they  were 
still  severe  when  it  was  lifted  or  fed.  At  10  p.m.  the 
temperature  had  risen  to  104*8°  F. 

28th. — At  6  a.m.  the  temperature  was  105*6°  F.  ; 
bowels  noted;  child  seemed  comfortable.  At  10  a.m.  the 
temperature  had  again  fallen  to  101*6°  F.  The  report 
this  morning  was  that  the  child  was  better ;  it  was  taking 
its  bottle  quite  naturally,  and  the  spasms  occurred  only 
when  the  child  was  lifted,  etc.  At  4  p.m.  the  baby  was 
not  so  well ;  breathing  quickly  ;  temperature  had  risen 
steadily  from  2  p.m.,  until  now  it  was  108°  F.  I  ordered 
an  ice-bag  to  be  applied  to  the  spine  in  the  upper  dorsal 
region  for  one  hour.  This  had  the  desired  effect,  and 
the  temperature  fell  to  103*6°  F.  in  an  hour.  At  8  p.m. 
1  saw  the  child  again  ;  the  temperature  was  moving  up 
again,  and  was  at  this  time  104*4°  F.  I  injected  a  further 
dose  of  antitoxin,  this  time  giving  2\  c.c.  under  the 
skin  of  the  right  abdominal  wall.  The  spinal  ice-bag 
was  again  applied  for  one  hour.  Through  the  night  the 
ice-bag  was  reapplied  at  1,  4.30,  and  6.30  a.m.,  and  the 
temperature  prevented  from  rising  above  104°  F.  Except 
for  this  high  range  of  temperature  the  child  appeared 
better,  but   still  had  severe   and   repeated   spasms    when 
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being  fed  or  changed,  or  moved  in  any  way  ;  from  time 
to  time  it  would  burst  out  into  a  cry  when  lying  quietly, 
and  have  an  attack  of  spasm. 

29th. — At  10  this  morning  the  child  was  better,  taking 
its  bottle  and  apparently  quite  comfortable.  The  facial 
spasm  was  not  so  noticeable,  but  the  risus  sardonicus 
could  be  easily  called  forth  by  putting  the  finger  to  the 
lips  ;  it  was  weighed  to-day,  and  found  to  be  just  the 
same  as  on  admission  ;  the  temperature  was  102'2°  F. ; 
bowels  acting  naturally.  At  8  p.m.  the  improvement  had 
been  maintained ;  temperature  102°  F.,  and  there  was 
nothing  of  an  untoward  nature  to  record  ;  the  spasms 
were  still  very  severe  at  intervals,  but  these  intervals 
were  longer.  During  the  night  the  temperature  rose  to 
103*6°  F.,  and  the  ice-bag  was  again  applied  ;  this  was  the 
last  occasion  on  which  it  was  used  to  reduce  temperature. 

30th,  10  a.m. — This  morning  the  baby  was  looking 
better ;  it  was  now  taking  notice  of  things,  and  there 
was  a  perceptible  diminution  in  the  rigidity  of  the  neck, 
arms,  and  legs  ;  its  temperature  was  101*4°  F.  It  was 
feeding  now  quite  easily,  and  the  kidneys  and  bowels 
were  acting  naturally. 

From  this  point  until  the  child  was  discharged  cured 
on  December  29th  the  progress  of  the  case  was  entirely 
satisfactory.  It  gained  steadily  in  weight,  being  7  lbs. 
1  oz.  on  December  the  2nd,  7  lbs.  13  oz.  on  the  9th,  7  lbs. 
loi  oz.  on  the  14th,  8  lbs.  9  oz.  on  the  18th,  and  8  lbs. 
9 J  oz.  on  the  29th,  the  day  it  was  discharged,  and  in  all 
respects  it  was  a  fine  healthy  baby. 

Pathological  Rejtort  hy  Dr.  Lorrain  Smith. 

"  The  swab  on  sterilised  cotton  wool  was  transferred  to  a 
lube  of  broth,  and  incubated  at  37°  C.  anaerobically.  On 
examination  after  some  time  the  broth  showed  a  plentiful 
growth  of  bacilli  having  the  characters  of  the  tetanus 
bacillus  (flagellae,  end  spores,  etc.).  There  were  also 
some   streptococci.       The    broth    was    inoculated    into    a 
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mouse  after  two  months'  growth,  and  caused  the  death  of 
the  mouse  in  less  than  twenty-four  hours.  The  dose  was 
about  i  c.c." 

The  results  of  the  treatment  of  tetanus  neonatorum 
with  antitetanus  serum  up  to  the  present  are  far  from 
encouraging.  Professor  Escherich  has  treated  four  cases 
with  one  recovery,  but  whether  the  serum  was  the  sole 
remedy  used  is  not  stated. 

Dr.  Firth  reports  in  the  ^  British  Medical  Journal '  for 
January  the  9th,  1895,  a  case  treated  in  the  Bristol  General 
Hospital,  but  unfortunately  without  success ;  in  that  case 
the  first  symptoms  were  noticed  on  the  eighth  day  of  life, 
and  four  days  after  it  was  admitted  to  hospital  ;  it  was 
treated  with  chloral  and  bromide  till  the  eighth  day  of 
the  disease  and  the  fifteenth  of  life,  and  on  the  evening 
of  the  latter  day  it  got  its  first  injection  of  antitoxin.  I 
think  the  lesson  to  be  drawn  is  clearly  that  if  the  anti- 
toxin is  to  be  successful  it  must  be  used  early,  and  I 
think  another  important  point  is  that  a  large  initial  dose 
is  better  than  a  repetition  of  small  ones.  In  regard  to 
the  very  high  point  to  which,  in  my  case,  the  temperature 
rose  on  the  third  day  after  treatment  was  begun,  it  is 
not  often  one  sees  a  temperature  of  '  108°  F.,  which,  of 
course,  is  incompatible  with  a  continuance  of  life  for  any 
length  of  time.  Fortunately  it  was  very  promptly  con- 
trolled by  means  of  the  ice-bag,  and  care  was, taken  not 
to  allow  it  to  reach  anything  like  such  a  height  again. 
I  have  great  confidence  in  the  ice-bag  for  controlling 
pyrexia  in  children,  and  in  this  case  it  acted  promptly, 
and  never  failed  in  bringing  about  the  desired  effect. 
The  intra-cerebral  method  of  injecting  the  serum  has  been 
used  in  many  cases  in  adults,  on  the  ground  that  the 
remedy  is  more  quickly  and  more  effectually  brought  iuto 
contact  with  the  nervous  system.  Full  accounts  of  cases 
are  given  by  Dr.  Semple  ^  and  Dr.  Gibb.t      The  opera- 

*  •  Brit.  Med.  .Tonrn.,'  January  7tli,  1899,  p.  10. 
t  Ibid.,  April  15tli,  1899,  p.  895. 
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tion  could  have  been  easily  performed  through  the  open 
fontanelle  of  the  infant. 

[Read  Februm-y  the  Ibth,  1901.) 


Discussion. 

The  Chairman  (Mr.  Watson  Cheyne)  said  thev  were  all 
indebted  to  Dr.  McCaw  for  coming  so  far  to  read  that  interest- 
ing paper.  The  chief  point  was  how  far  the  serum  had  any- 
thing to  do  with  the  recovery  of  the  child.  He  considered  it  a 
case  of  chronic  rather  than  acute  tetanus ;  that  class  of  case  in 
which  recovery  sometimes  occurred  apart  from  serum.  The 
serum  did  not  api>ear  to  have  produced  any  rapid  effect  in  the 
way  of  bringing  about  a  reduction  of  temperature. 

Dr.  McCaw  (Belfast),  replying,  said  the  first  symptoms 
noticed  by  the  uiother  occurred  on  the  ninth  day  ;  the  serum  was 
given  on  the  13th.  He  did  not  say  the  case  would  not  have  re- 
covered if  it  had  been  left  alone,  but  the  point  was  what  they 
would  have  done  in  the  case  of  their  own  child.  He  thought  they 
would  all  be  willing  to  apply  the  latest  and  best  scientific  methods. 
He  considered  the  action  of  the  serum  in  the  present  case  had  a 
distinct  connection  with  the  cure.  The  child  was  very  ill  on  the 
thirteenth  day  of  life,  practically  absolutely  starved.  So  great 
was  the  spasm  that  a  spatula  could  not  be  introduced  between 
the  gums.  Moreover,  seeing  the  mortality  of  the  disease  was 
about  99  per  cent.,  they  had  a  right  to  regard  the  serum  as  the 
means  of  saving  the  life.  He  had  a  difficulty  in  regard  to  the 
best  dose  to  give.  He  understood  that  an  adult  dose  was  10  c.c, 
and  therefore  he  thought  5  c.c.  would  be  about  right.  He  gave 
that  quantity,  and  twenty-four  hours  afterwards  the  temperature 
went  up  to  108'2°  F.,  and  was  verified.  He  could  not  say  whether 
that  was  cause  and  effect.  Was  that  rise  in  temperature  the 
effect  of  the  battle  between  the  microbes  and  the  serum  ?  That 
question  he  left  to  the  meeting.  Another  striking  point  was 
that  the  temperature  was  easily  kept  under  control  by  means  of 
the  ice-bag.  He  believed  that  the  ice-bag  was  not  sufficiently 
used  in  connection  with  children's  diseases.  He  had  seen  great 
benefits  follow  its  use  in  all  grave  inflammations,  such  as 
pericarditis,  pneumonia,  and  peritonitis. 
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:37.  TWO  SISTERS  SHOWING  MALFORMATIONS  OF 
THE  SKULL  AND  OTHER  CONGENITAL  ABNOR- 
MALITIES. 

By  GEORGE   CARPENTER,  M.D. 

The  subjects  of  this  communication  are  two  sisters — 
Dorothy,  aged  1  year  11  months,  and  Florence,  aged  3  years 
10  months.  The  mother  of  the  children  is  a  fine,  healthy- 
looking  woman.  AVith  the  elder  child  she  was  in  labour 
some  thirty- six  hours,  and  was  delivered  by  instruments, 
the  presentation  being  natural.  The  head  at  birth  is 
stated  to  have  been  the  same  as  at  present,  and  it  was 
^'  much  marked "  by  the  forceps.  With  the  younger 
labour  lasted  for  eleven  days,  and  was  without  instru- 
ments. It  was  a  head  presentation.  There  was  no 
history  of  rheumatism  or  syphilis.  A  maternal  nucleus 
child  had  deformed  fingers.  The  most  striking  abnor- 
malities about  these  children  are  the  peculiar  conformation 
of  their  skulls  and  their  facial  expressions. 

To  begin  with  the  younger,  Dorothy.  Here  are  photo- 
graphs illustrating  the  appearances  of  the  head  and  face. 
The  skull  measurements  are  as  follows  : — Circumference 
18  inches ;  from  the  root  of  the  nose  to  the  back  of  the 
occiput  14  inches  ;  from  one  ear-root  transversely  to  the 
other  10  inches  ;  from  the  external  angular  process  of  the 
orbit  to  the  root  of  the  ear  on  the  left  side  2^  inches,  and 
on  the  right  2f  inches. 

The  lambdoidal  suture  is  natural  in  situation,  and 
easily  traced  in  part  of  its  course.  The  posterior 
fontanelle  is  patent,  as  also  the  postero-lateral  fon- 
tanelles.  Passing  now  to  what  I  will  call  the  coronal 
suture  for  purposes  of  description,  this  will  be  found  on 
the  left  side  to  stretch  obliquely  upwards  from  a  point 
one  finger^ s  breadth  in  front  of  the  root  of  the  ear  to  join 
the  sagittal  suture,  on  a  level  with  the  top  of  the  ear. 
On  the  left  side  this  suture  can  be  felt  the  whole  of  its 
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course.  On  the  right  side  it  is  somewhat  nearer  the  root 
of  the  ear  at  its  commencement.  For  one  third  of  its 
distance  its  direction  is  upwards  and  backwards ;  it  then 
mns  upwards  and  forwards,  making  an  obtuse-angled  bend, 
and  ends  abruptly  about  2  inches  from  the  vertex.  One 
finger's  breadth  to  the  back  of  this,  and  commencing  on  a 
level  with  its  termination,  a  suture,  part  of  the  coronal, 

Fig.  10. 


passes  vertically  upwards  to  the  extent  of  one  inch  or 
more  and  terminates  in  a  suture  bordering  a  beak-like 
prominence  of  bone  to  be  mentioned  presently.  Connect- 
ing the  postero- lateral  fontanelles  and  the  commencement 
of  the  coronal  suture  on  either  side  the  curved  squamous 
suture  can  be  felt,  though  not  readily. 

The  sagittal  suture  passes  forwards  for  some  distance 
in  the  usual  direction  until  within  a  finger's  breadth  of  the 
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coronal  suture.  Here  a  distinct  beak-like  bony  prominence 
is  encountered,  which  runs  forwards  for  about  3  inches. 
This  beak  is  an  inch  broad  ats  it  widest  part,  and  ^  an 
inch  at  its  nai'rowest.  The  sagittal  suture  byfurcates  at 
the  commencement  of  this  bony  prominence,  and  on  either 
side  of  it  sutures  can  be  detected.  On  the  left  side  the  un- 
broken line  of  the  coronal  suture  terminates  ;  on  the  right, 
the  upper  member,  1  inch  long,  of  the  broken  coronal 
suture  previously  mentioned.  Behind  the  level  of  the 
coronal  suture  there  is  |  of  an  inch  of  the  beak-like  pro- 
minence of  bone,  and  in  front  the  beak  merges  into  the  base 
of  a  pear-shaped  frontal  protuberance  of  the  skull,  and  is 
there  lost. 

On  the  right  side,  passing  from  the  outer  margin  of  the 
orbit,  a  somewhat  sinuous  suture  extends  vertically  up- 
wards for  3  inches  or  more.  It  terminates  |  of  an  inch 
from  the  right  hand  fork  of  the  sagittal  suture,  bounding 
the  prominent  ridge  of  bone,  and  1  inch  or  more  from  the 
termination  of  the  middle  limb  of  the  coronal  suture.  From 
the  supra-orbital  notch,  which  is  very  large,  a  suture  starts 
vertically  upwards  to  the  extent  of  about  |  of  an  inch. 

On  the  left  side  there  is  a  corresponding  sinuous  suture 
passing  upwards  about  1^  inches  from  the  supra-orbital 
notch,  which  is  also  very  large.  From  the  external  angular 
process  a  ridge  of  bone  stretches  vertically  upwards  for 
about  H  inches,  which  may  possibly  be  a  suture. 

The  skull  in  front  of  the  so-called  coronal  suture, 
which,  it  will  be  noticed,  is  out  of  position,  presents  the 
following  characteristics  : 

From  the  root  of  the  nose  the  skull  rises  sharply  up- 
wards, and  when  looked  at  from  the  side  its  top  is  on  a 
level  with  the  tip  of  the  nose — it  overhangs. 

Viewed  from  the  front  it  is  pear-shaped,  with  the  stalk 
of  the  pear  at  the  root  of  the  nose,  and  its  base  is  met 
by  the  beak  of  bone  previously  described. 

On  the  right  side,  the  skull,  from  the  coronal  suture  to 
that  which  I  will  term  "frontal,"  is  markedly  convex  and 
bulged.      This  bulging  starts  from  the  commencement  of 
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the  zygoma,  and  ends  about  two  fingers'  breadth  from  the 
forked  sagittal  suture  on  the  right  of  the  median  beak  of 
bone.  The  skull  tliere  is  comparatively  flat.  No  antero- 
lateral fontanelle  can  be  felt,  and  the  sutures  in  this  area 
cannot  be  distinguished.  On  the  left  side  the  same  remarks 
apply,  but  the  skull  is  here  not  quite  so  prominent. 

Fig.  11. 


The  facial  expression  is  peculiar.  The  upper  lids  are 
thrust  down,  as  also  the  eyes.  The  root  of  the  nose  is 
flat.  The  nose,  lips,  and  tongue  are  blue,  and  the 
extremities  cold  and  cyanotic. 

Heart. — ^The  cardiac  impulse  is  just  outside  the  nipple, 
and  an  epigastric  impulse  can  be  felt.      There  is  no  ex- 
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tension  of  cardiac  dulness  to  the  right.  A  loud  systolic 
bruit  is  heard  over  the  second  left  interspace,  and  better 
over  the  left  side  of  the  chest^  than  the  right.  It  is 
audible  in  the  great  vessels  of  the  neck,  but  is  not  con- 
ducted to  the  back.      There  is  no  thrill. 

The  hands  and  feet  are  deformed. 

Hands. — The  little  fingers,  first  fingers,  and  thumbs  are 
partially  webbed,  and  the  ring  and  middle  fingers  com- 
pletely so.      The  fingers  can  be  hyper-extended. 

Feet. — There  are  six  toes  on  each  foot,  and  all  are 
webbed  excepting  the  little  toe  and  that  next  to  it,  where 
the  webbing  is  partial.  Only  one  bone  can  be  seen  in  each 
of  the  little  toes,  in  the  three  next  two  bones,  and  on  the 
two  following  toes  one  bone  each. 

Ruptures. — In  the  abdominal  wall,  in  the  mid-line, 
there  are  two  holes  ;  one  about  the  level  of  the  umbilicus 
is  rounded,  and  will  admit  the  tips  of  three  fingers. 
Three  quarters  of  an  inch  above  this  there  is  another  hole, 
which  will  admit  the  index  finger. 

The  eyes  externally  appear  to  be  natural.  The  veins  in 
the  fundus  are  very  corkscrew-like,  large,  and  full  of  dark 
blood.  The  arteries  are  tortuous  and  perhaps  a  trifle 
small. 

Passing  now  to  Florence,  the  child^s  forehead  is  some- 
what like  that  of  her  sister,  but  it  does  not  overhang  the 
tip  of  the  nose.  The  skull  is  keel-shaped,  the  keel  com- 
mencing at  the  top  of  the  forehead,  and  terminating  on  a 
level  with  the  parietal  eminences.  The  back  of  the  head 
is  natural.  The  circumference  of  the  skull  is  19  inches; 
from  the  external  angular  process  to  the  root  of  the  ear 
on  either  side  it  measures  2-|  inches ;  from  the  nape  of 
the  neck  to  the  root  of  the  nose  15  inches  ;  from  one 
ear  root  to  the  other  12  inches  transversely,  across  the 
forehead  9f  inches,  and  over  the  occiput  9|  inches.  The 
eyes  are  prominent  and  small,  with  heavy  upper  lids.  The 
lower  lids  are  somewhat  puffy-looking.  The  nose  is 
short,  forming  almost  a  right  angle,  and  the  bridge  is 
flattened.   The  upper  lip  is  long,  and  both  lips  are  thick  and 
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pouting.  The  cliin  is  very  short  and  receding.  The 
face  is  fat  and  broad,  with  very  little  expression,  its 
general  appearance  being  that  of  an  older  person. 

When  the  child  is  cold  its  nose  becomes  blue,  and  the 

Fig.  12. 


face  dusky-looking,  but  otherwise  the  circulation  is  not  ab- 
normal.     She  is  well  nourished. 

Heart. — There  is  a  systolic  murmur,  best  heard  over  the 
left  base,  which  is  not  conducted  far.  The  heart  does 
not  appear  to  be  ciilartred. 
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Hands. — The  hands  show  the  same  deformity  as  the 
sister.  The  webs  between  the  ring  and  middle  fingers 
have  been  partially  operated  upon. 

Fig.  13. 


Feet. — There  are  six  toes  on  each  foot  as  with  the  sister. 
The  big  toes  and  the  next  are  partially  webbed,  and  there 
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is  incomplete  webbing  between  the  little  toes  and  the  next. 
The  webbing  is  complete  in  the  others. 

An  X-ray  examination  shows  that  all  the  toes  have  two 
joints  excepting  the  big  toe,  which  has  but  one.  The  meta- 
tarsal bones  of  four  of  the  toes  starting  from  the  little 
toes  are  natural.  The  fifth  appeared  to  be  thickened, 
and  the  sixth  were  wedge-shaped,  with  their  apice 
pointing  forwards. 

Rufitvre. — There  is  an  umbilical  hernia  the  size  of  a 
Tangerine  orange. 

Eyes'. — There  is  a  small  congenital  opacity  in  the  cornea 
of  the  left  eye,  down  and  out.  Both  optic  discs  appear 
to  me  to  be  on  the  pale  side,  and  the  veins  are  very 
tortuous. 

Femarhs. 

Misfortunes  rarely  come  singly,  and  so  it  is  with  con- 
genital malformations,  and  these  cases,  with  their  multiple 
deformities,  illustrate  this  point.  What  I  have  called  the 
coronal  suture,  for  purposes  of  description,  is  apparently 
not  the  coronal,  but  a  supernumerary  suture,  which  divides 
the  parietal  bones  into  two  parts.  The  true  coronal 
suture,  which  I  have  designated  the  frontal,  is  not  so  well 
marked  as  are  the  other  sutures. 

It  would  appear,  then,  that  the  parietal  bones  are  each 
made  up  of  two  parts,  one  of  which  may  be  looked  upon 
as  a  large  Wormian  bone  and  further,  that  the  prominent 
central  beak  of  bone  is  a  third  Wormian,  bone.  The 
frontal  bone,  in  addition  to  being  deformed  in  other 
respects,  is  also  broken  up  by  irregular  sutures. 

It  is  impos.sible  to  give  an  opinion  as  to  the  nature  of 
the  heart  lesions.  These  are  probably  of  a  developmental 
character,  and  not  due  to  foetal  endocarditis.  With 
regard  to  the  basic  bruit  heard  in  the  elder  child,  I  am 
inclined  to  the  view  that  there  is  possibly  a  malformation 
there  also;  in  the  fir. st  place  because  of  the  cyanosis  whicli 
ocenrs  temporarily,  and  in  the  second  because  of  the.condi- 
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tion  of  the  fundus  oculi.  I  think  the  latter  decidedly 
suspicious,  though  the  size  of  the  heart  lends  no  support 
to  such  a  theory- .         {Exhibited  March  the  loth,  1901.) 


Discussion. 

Mr.  Sydney  Stephenson  asked  whether,  in  the  elder  girl. 
Dr.  Carpenter  accounted  for  the  unusual  condition  of  the  eyes 
by  some  developmental  fault  in  the  roof  of  the  orbit.  Probably 
the  roof  of  the  orbit  did  not  occupy  its  j^roper  angle,  and  so 
pushed  the  eyes  downwards.  In  the  elder  child  he  noticed  that 
the  cornea  was  imperfectly  developed;  at  one  portion  its 
outlines  were  not  elliptical,  and  the  neighbouring  sclerotic 
seemed  to  run  into  the  cornea. 

Dr.  Sutherland  asked  whether  there  were  any  maternal 
impressions  in  the  case. 

Mr.  Clement  Lucas  thought  the  chief  interest  in  the  cases 
lay  in  the  curious  similarity  of  the  shape  of  their  heads,  which 
no  abnormal  labour  would  account  for.  As  there  were  defects 
in  other  parts  also,  it  must  be  assumed  that  there  was  primary 
defect  in  develoj)ment.  The  cases  showed  the  interesting  fact 
that  when  there  was  deformity,  other  defects  were  also  found 
which  seemed  to  bear  no  relation  to  each  other.  In  these  cases 
there  were  not  only  deformed  heads,  but  also  webbed  fingers,  and 
supernumerary  toes  on  each  foot ;  there  was,  in  addition,  con- 
genital heart  disease,  and  a  defect  in  the  eye.  He  took  it  to  be 
true  that  such  a  condition  once  produced  was  sure  to  be  heredi- 
tary if  these  children  had  children.  He  once  traced  hereditary 
defect  in  five  generations  in  the  toes,  and  the  same  condition 
was  present  in  30  per  cent,  of  all  the  cases,  all  descending  from 
a  certain  individual.  In  that  case  also  there  was  harelip  and 
cleft  palate,  and  the  same  deformity  was  passed  on  to  the  next 
generation. 

Dr.  George  Carpenter,  in  reply,  said  there  were  no 
maternal  impressions.  He  thought  the  displacement  of  the 
eyes  was  owing  to  developmental  abnormalities  in  the  orbits. 
With  regard  to  the  other  observations,  he  had  exhausted  all  he 
had  to  say  in  the  notes  he  had  read. 
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38.  DYSPEPTIC    ASTHMA    AT   THE    AGE    OF   SEVEN 

MONTHS. 

By  WILLIAM  EWAKT,  M.D. 

Tkue  asthma,  which  all  authorities  agree  in  recognising 
as  common  in  childhood,  is  exceedingly  uncommon,  or  at 
any  rate  seldom  recognised  in  infancy.  Isolated  instances 
have,  however,  been  put  on  record  by  Henoch  (two  cases 
aged  8  months),  Baginsky  (a  case  aged  9  months), 
Moncorvo  (a  case  aged  2  months),  and  Comby  (a  case 
aged  6  Aveeks).  Of  the  genuineness  of  the  present  case 
there  seems  to  be  no  question.  All  the  symptoms  of  true 
asthma  were  present  during  the  p^roxy^ms,  whilst  during 
theii-  intervals  the  child  was  quite  comfortable.  This 
disposes  of  the  suspicion  that  the  seizures  were  aggrava- 
tions of  an  attack  of  bronchitis,  or  that  the  case  was  one 
of  the  bronchitic  or  catarrhal  form  of  asthma,  and 
identifies  it  as  one  of  spasmodic  asthma.  The  first 
paroxysm,  having  occurred  prior  to  admission,  could  not  be 
attributed  to  the  irritation  of  the  nose  by  the  nasal 
method  of  feeding,  which  was  not  resorted  to  until  the 
next  day.  Again,  teething  can  hardly  be  charged  with 
the  causation,  since  the  gums  presented  no  signs  of 
impending  eruption.  The  dominant  feature  in  the  whole 
case  was  the  gastric  disturbance  and  the  vomiting;  this 
may  therefore  be  regarded  as  an  instance  of  the  so-called 
^'  dyspeptic  asthma."  The  treatment  was  directed  accord- 
ingly to  the  gastric  condition  as  well  as  to  the  respiratory 
spasm,  being  mainly  dietetic  in  the  one  direction  and 
chiefly  medicinal  in  tlie  other.  In  a  case  of  this  kind 
where  food  is  persistently  refused  and  repeatedly  re- 
jected, nasal  feeding  is  indispensable,  and  to  its  employ- 
ment the  general  improvement  was  mainly  due  ;  as  regards 
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the  parpxysms,  it  is  difficult  to  apportion  the  credit  to  the 
various  drugs  administered.  Apomorphine  seems  to  have 
been  of  use.  Iodide  of  potassiunj  did  not  give  rise  to  any 
complications,  and  to  it  a  large  proportion  of  the  relief 
may  fairly  be  attributed  ;  but  the  minute  dose  of  hydro- 
chlorate  of  cocaine  may  not  have  been  without  some 
definite  influence.  Lastly,  heroin^  which  was  prescribed 
at  a  later  date,  was  thought  to  be  of  unmistakable 
service  in  easing  the  patient  and  in  restraining  the 
vomiting  and  the  spasms.  Some  good  effects  were  also 
manifestly  due  to  the  application  of  expiratory  pressure  to 
the  thorax.  [Exhibited  March  the  loth,  1901.) 

Sequel. — The  patient  died  a  few  days  later  after  a 
series  of  paroxysms,  but  a  necropsy  not  having  been  per- 
mitted the  correctness  of  the  diagnosis  could  not  be  veri- 
fied. 


Discussion. 

The  Chairman  (Dr.  Cautley)  agreed  that  such  cases  were 
decidedly  uncommon,  but  thought  that  now  attention  had  been 
drawn  to  it  more  would  be  brought  forward.  Some  of  the  cases 
with  such  symptoms  were  difficult  to  diagnose  from  capillary 
bronchitis.  He  supposed  that  in  the  present  instance  Dr.  Ewart 
would  lay  stress  on  the  recurrence  of  the  attacks  and  their  short 
duration.  It  would  be  well  to  know  whether  there  was  any 
source  of  irritation  besides  the  stomach  condition,  such  as 
elongated  uvula,  enlarged  tonsils,  or  adenoids ;  and  secondly, 
whether  the  asthma  had  produced  any  emphysema.  What  was 
the  prognosis  in  the  case  ?  Was  the  child  likely  to  be  subject 
to  asthma  in  after  life  ?  Again,  was  there  anything  in  the 
family  history  which  predisposed  to  the  condition  ? 

Dr.  Chapman  asked  whether  Dr.  Ewart  tried  an  emetic,  and 
what  food  the  child  had  before  it  was  attacked;  i.e.  did  it 
feed  at  the  breast,  or  if  not  what  was  the  character  of  the 
artificial  food  ?  Also,  was  there  any  bronchial  state  before  the 
attack  ? 

Dr.  Chaff ey  (Brighton)  asked  whether  Dr.  Ewart  had  ever 
made  a* post-mortem  on  a  similar  case.  A  few  days  ago  he 
(Dr.  Chaff  ey)  made  an  autopsy  on  an  infant  who  had  been 
ill  only  two  or  three  days.     There  was  no  marked  bronchial 
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condition,  but  a  very  large  thymus  was  discovered.     The  age 
of  the  child  was  three  months. 

Mr.  Tubby  asked  whether  any  examination  of  the  larynx  had 
been  made.  The  child  seemed  to  suffer  from  what  were  known 
at  the  Evelina  Hospital  as  "  black  fits,"  and  it  would  be  inter- 
esting to  know  whether  all  sources  of  peripheral  irritation  had 
been  excluded  before  the  case  was  regarded  as  one  of  ordinary . 
asthma. 

Dr.  Sutherland  said  he  had  seen  several  cases  of  the  same 
age  with  attacks  of  apparent  asthma,  but  in  all  the  cases  he 
thought  he  made  out  that  the  thymus  was  the  organ  affected. 
There  was  dulness  on  percussion,  very  harsh  breathing  at  the 
upper  part  of  the  sternum,  carried  out  over  the  upper  part  of 
the  right  luug.  Apparently  the  thymus  pressed  on  the  right 
bronchus.  Some  of  the  cases  died,  but  not  under  his  care,  and 
he  did  not  make  the  post-mortems.  He  had  never  seen  the 
asthma  persist  after  the  age  of  two  years. 

Dr.  Ewart  said,  in  reply,  that  he  had  not  examined  for 
adenoids,  chiefly  because  the  child  was  so  ill.  But  the  nurse 
had  no  difficulty  in  passing  the  nasal  catheter.  He  could 
scarcely  say  what  the  prognosis  was.  Obviously  the  child  was 
of  a  delicate  make,  and  if  his  diagnosis  was  correct,  he  thought 
there  would  be  respiratory  weakness  in  after  life.  The  child 
was  breast-fed  at  tirst,  namely,  fiom  December  the  24th  to 
January  21st.  After  that  it  had  three  bottles  of  milk  and  barley- 
water  a  day,  equal  parts  Then  came  the  stage  of  vomiting  all 
food,  and  that  was  the  stage  at  which  the  asthma  had  its  incidence. 
He  did  not  see  the  child  the  first  day,  but  possibly  an  emetic 
might  have  been  of  great  service  in  bringing  down  the  diaphragm, 
though  it  did  not  occur  to  him  to  give  it.  He  had  never  dia- 
gnosed simple  asthma  in  so  young  an  infant.  It  was  conceivable 
that  if  the  thymus  was  enlarged  the  child  would  be  subject  to 
spasmodic  affections,  spasm  in  the  bronchioles  as  well  as  in  the 
glottis.  But  against  such  a  view  in  the  present  case  was  the 
fact  that  the  child  was  so  wonderfully  comfortable  in  the 
intervals.  The  child's  chest  was  barrel-shaped,  and  the  breath- 
ing was  interfered  with  ;  it  was  also  emphysematous,  tberefore 
percussion  did  not  reveal  what  might  he  present.  He  did  not 
think  there  was  any  marked  enlargement  of  the  thymus. 
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39.  SUBDURAL  ABSCESS  SECONDAEY  TO  OTITIS 
MEDIA. 

By  CLINTON  T.  DENT,  M.C. 

F.  D — ,  a  lad  aged  12  years,  has  suffered  for  two  years 
with  double  otorrhoea,  having  occasional  attacks  of 
vomiting  and  headache. 

On  admission  to  St.  George's  Hospital  he  looked  very 
ill.  The  breathing,  however,  was  quiet,  and  the  tem- 
perature normal.  The  pupils  were  equal ;  there  was 
neither  squint  nor  facial  paralysis,  and  cerebration  was 
not  slow.  His  abdomen  was  retracted,  and  there  was  a 
very  foul  discharge  from  both  ears,  with  slight  tenderness 
over  the  left  mastoid.  He  vomited  constantly,  and  two 
days  after  admission  he  had  a  rigor  and  a  temperature  of 
103-4°  F. 

He  was  trephined  on  the  left  side,  and  a  small  sub- 
dural abscess  was  found.  The  wound  was  enlarged  and 
the  lateral  sinus  exposed,  being  found  covered  with  lymph 
and  thrombosed.  The  whole  of  the  outer  wall  of  the  sinus 
was  cut  away,  and  the  clot  removed.  The  internal  jugular 
vein  was  not  ligatured.  The  wound  was  plugged  with 
cyanide  gauze.  He  made  a  rapid  recovery  in  every 
respect. 

The  point  of  interest  in  this  case  was  that  a  subdural 
abscess  was  diagnosed  before  operation.  The  absence  of 
the  symptoms  of  slow  cerebration  and  a  normal  tempera- 
ture contra- indicated  cerebral  abscess. 

Secondly,  it  is  not  necessary  to  ligature  the  internal 
jugular  vein  in  the  neck  in  cases  where  the  lateral  sinus 
is  thrombosed.  The  cavity  of  the  tympanum  was  freely 
opened.  (Exhibited  March  the  ]bth,  1901.) 

Discussion. 

Mr.  Tubby  said  he  missed  very  much  in  the  report  a  state- 
ment as  to  the  condition  of  the  optic  discs.     It  was  curious  ho\\' 
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the  optic  discs  underwent  certain  changes,  even  in  a  case  of 
mastoid  abscess  apart  from  gross  intra-cmnial  mischief.  If 
observations  on  that  point  could  be  made  and  tabulated,  they 
would  be  very  useful  as  bearing  on  the  optic  disc  changes  in 
intra-cranial  suppurative  lesions. 

Mr.  Jaffrey  (who  showed  the  case  for  Mr.  Dent),  in  reply, 
said  the  boy  was  very  ill  when  brought  in,  and  had  a  strong 
objection  to  light ;  therefore  the  optic  discs  were  not  examined. 


40.  A  CASE   OF   SACRAL  TUMOUR. 
By  FRANCIS  JAFFREY. 

This  girl,  aged  2  years  (one  of  twins),  is  suffering 
from  a  sacral  tumour.  The  tumour  occupies  nearly  the 
whole  of  the  sacrum  and  coccyx.  When  first  seen  it  was 
much  larger  than  it  is  at  present,  and  was  partly  cystic 
and  partly  solid.  It  was  tapped  three  times,  and  a 
quantity  of  dark-coloured  fluid  removed,  which,  on 
examination,  was  found  not  to  be  cerebro-spinal  in  origin. 
Owing  to  the  size  of  the  tumour  and  the  health  of  the 
child  it  was  decided  not  to  operate  at  present.  Mean- 
while the  skin,  which  was  always  very  thin  in  parts,  gave 
way  and  suppurated.  Since  then  it  has  markedly 
diminished  in  size. 

The  question  when  she  was  first  seen  was,  what  was 
the  nature  of  the  tumour  ?  It  was  finally  settled  that  it 
was  a  teratoma.  It  is  intimately  connected  with  the 
posterior  wall  of  the  rectum. 

{Exhibited  March  the  \6th,  1901.) 

Discussion. 

Mr.  Clement  Lucas  said  he  doubted  whether  the  tumour  had 
any  connection  with  the  spinal  cord  or  canal.  There  seemed  to  be 
no  distensile  impulse  in  it  when  the  child  cried.  If  it  had  been 
under  his  care  at  first  he  would  have  straightway  excised  it,  but 
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the  time  for  that  seemed  now  to  have  gone,  as  it  was  under- 
going cure  bv  suppuration.  When  the  suppuration  had  sub- 
sided again  he  thought  the  remaining  mass  could  be  safely 
removed. 

Mr.  Jaffrey,  in  reply,  said  he  agreed  with  Mr.  Lucas.  But 
when  he  saw  the  patient  first  the  child  was  very  small  and  the 
tumour  very  large,  so  he  did  not  like  to  attempt  it.  The  child 
was  one  of  twins.  The  tumour  seemed  to  be  connected  with 
the  rectum.     He  intended  to  attack  it  later  on. 


41.  A  CASE  OF  ATHETOSIS  AND  LEFT  HEMlPLEaiA. 
By  EDMUND   CAUTLEY,  M.D. 

Thk  case  was  that  of  a  boy  aged  7  years,  one  of  seven 
children,  of  whom  one  died  from  tetany,  and  another  has 
congenital  pulmonary  stenosis.  He  had  measles  and 
varicella  as  a  baby.  At  six  months  he  had  a  fit,  which 
was  ascribed  to  a  ^^  fall  from  a  pram/^  Since  then  he 
has  had  several  fits,  and  at  two  and  a  half  years  hemi- 
plegia developed  after  fits  of  eight  hours'  duration,  and 
subsequent  drowsiness  for  three  days.  The  athetosis 
began  shortly  after  the  attack  of  hemiplegia.  Since  then 
he  has  been  subject  to  fits  occasionally.  At  three  and  a 
half  years  of  age  he  was  an  in-patient  for  fits,  and  at 
that  time  it  was  noted  that  he  was  a  backward  and 
mischievous  child,  but  clean  in  his  habits.  A  year  ago 
he  had  a  severe  attack  of  enteric  fever.  At  present  he 
is  well  nourished,  is  said  to  be  bad-tempered,  backward 
in  school  work,  and  has  a  peculiar  fascination  for  running 
after  trams,  being  subsequently  found  in  workhouses  or 
police  stations.  The  athetoid  movements  of  the  left  arm 
are  characteristic,  but  not  severe,  and  affect  chiefly  the 
hand.  He  walks  badly  on  the  left  leg,  and  the  knee-jerk 
on  that  side  is  a  little  increased. 
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The  probable  explanation  of  the  condition  is  cortical 
ha?morrhage_,  or  thrombosis  due  to  a  tit,  and  some  per- 
sistent local  irritation  of  the  nature  of  sclerosis.  It  is  a 
question  whether  any  operative  treatment  would  prove 
beneficial,  but  on  the  whole  the  condition  seems  hardly 
sufficiently  severe  to  warrant  a  measure  of  such  doubtful 
utility.  {Exhibited  Mfbvch  the  loth,  1901.) 

Discussion. 

Dr.  Turnbull  asked  whether  the  movements  ceased  during 
sleep. 

Dr.  George  Carpenter  asked  whether  there  was  any  facial 
pai*alysis.  He  thought  there  was  a  good  deal  of  purposive 
element  about  the  movements.  Had  the  boy  been  in  hospital 
and  been  watched  there  ?  Also,  had  he  been  given  any  large 
doses  of  bromides  ? 

Mr.  Tubby  asked  whether  there  was  any  evidence  that  the 
movements  were  less  when  the  boy  was  not  being  watched. 
From  time  to  time  he  saw  a  large  number  of  such  cases,  at  all 
stages  and  of  all  ages.  He  thought  the  movements  in  the 
present  case  were  much  slower  than  in  athetosis.  With  regard 
to  cerebral  operation,  he  thought  no  one  would  be  so  unwise  as  to 
attempt  it,  especially  if  haemorrhage  was  the  cause,  because  the 
brain  was  then  cystic  and  bound  up  in  one  mass.  As  to  prog- 
nosis, one  found  they  generally  improved  a  good  deal,  especially 
if  there  were  np  deformities.  If  deformities  were  allowed  to  go 
on  he  thought  the  mind  became  dwarfed  at  the  same  time,  but 
if  the  physical  condition  were  restored  improvement  occurred 
both  in  mind  and  temper. 

Dr.  Leonard  Guthrie  asked  whether  there  was  any  congeni- 
tal specific  mischief.  Sir  William  G-owers'  theory  was  that 
such  cases  were  due  to  cortical  thrombosis,  but  he  was  not 
aware  of  post-mortem  proof  of  it.  He  agreed  with  Mr.  Tubbv 
that  it  would  be  useless  to  attempt  operation,  at  least  in  the 
present  case,  for  several  reasons.  But  in  a  case  of  his  own  he 
did  have  the  operation  performed.  It  was  a  very  bad  case,  and 
the  movements  of  such  great  violence  that  the  patient  had  to 
keep  his  arms  behind  his  back.  The  motor  area  was  exposed, 
and  under  chloroform  they  found  they  could  produce  the  move- 
ments by  stimulating  it  with  galvanism.  The  part  of  the  cortex 
was  excised,  and  as  a  result  the  movements  entirely  ceased  for 
more  than  a  week.  But  at  the  end  of  that  time  they  returned 
and  l)ecame  more  intense  than  ever.  The  sequel  was  a  little 
more  satisfactory,  l>ecau8e  eventually  the  patient  improved  to  a 
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certain  extent,  and  was  now  able  to  make  more  use  of  his  arm 
than  before.     He  had  no  treatment. 

The  Chairman  (Dr.  Cautley),  in  reply,  said  he  regarded  it 
as  a  case  of  athetosis.  Had  he  not  had  fits,  and  hemiplegia  on 
the  same  side,  he  would  have  looked  upon  it  as  habit ;  but  there 
was  also  the  history  of  acute  illnesses.  The  patient  dragged  the 
leg  somewhat  in  walking,  and  his  knee-jerk  was  exaggerated  on 
that  side.  The  movements  continued  when  the  patient  was  not 
being  watched.  He  had  been  in  hospital  on  two  occasions — for 
fits  and  for  enteric  fever,  and  the  movements  were  still  present. 


42.  TWO   CASES   OF   MICEOCEPHALY. 
By  EDMUND   CAUTLEY,  M.D. 

The  case  shown  was  a  boy  aged  5  years^  the  eldest  of 
three  children,  the  others  being  healthy.  The  mother 
has  had  no  miscarriage  and  her  confinement  was  a  good 
one,  without  instruments.  The  child  was  thought  to  be 
three  or  four  weeks  premature.  There  is  a  family 
history  of  insanity  and  epilepsy  on  the  mother^s  side, 
but  not  in  the  parents  themselves.  At  the  age  of  nine 
months  it  was  first  noted  that  he  did  not  try  to  use  his 
hands.  Nystagmus,  rotatory  and  lateral,  and  head-jerking 
were  noticed  at  eighteen  months.  The  head-jerking 
differed  somewhat  from  the  simple  form  often  seen,  for  it 
came  on  when  he  was  asleep  ;  before  that  he  used  to 
bang  his  head  in  temper.  He  is  excitable,  destructive, 
and  only  fairly  clean  in  his  habits.  He  is  fairly  well 
grown  and  nourished,  and  of  a  good  colour.  His  head 
only  measures  eighteen  and  a  half  inches.  The  teeth  are 
fairly  good;  he  bites  his  nails,  and  has  lost  a  portion  of 
the  terminal  phalanges  of  the  left  thumb  and  first  finger. 
He  uses  his  hands  in  a  purposive  but  clumsy  manner. 
There   is   partial    flexion   and  rigidity   of   the  knees ;  the 
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knee-jerks  are  absent,  and  he  is  flat-footed,  and  can  neither 
stand  nor  walk.  He  began  to  talk  a  little  about  a  year 
asro.  There  are  old  scars  about  the  knees  from  burns, 
and  sensation  appears  blunted,  for  he  does  not  cry  from 
pain  when  burnt,  or  when  he  bites  his  fingers.  He  is  very 
nervous,  and  peculiarly  frightened  of  the  noise  of  rain. 
Although  he  has  been  under  observation  for  nine  months 
there  is  no  definite  improvement. 

The  second  case  of  the  same  condition  was  that  of  a 
boy  aged  4  years  and  2  months,  the  third  child  of  healthy 
parents.  The  eldest  is  19  years  old  and  healthy. 
The  second  died  from  imperforate  anus.  Confinement 
was  easy,  without  instruments.  He  came  under  observa- 
tion at  two  years  of  age,  at  which  time  his  head  measured 
17  inches.  He  had  sixteen  teeth,  the  first  at  ten  months, 
and  was  a  little  rachitic.  His  appearance  was  rather 
imbecile.  For  three  or  four  months  he  had  been  con- 
stantly rocking  himself  backwards  and  forwards,  and  had 
the  typical  "  mandarin  ''  nodding  movements  of  the  head. 
The  palate  was  somewhat  high ;  there  was  no  nystagmus, 
and  no  rigidity  or  spasm  of  the  limbs.  He  could  not 
stand,  walk,  or  talk,  but  was  good-tempered.  Since  then 
he  has  improved,  and  his  condition  a  year  ago  was  as 
follows  : — walks  a  little,  cannot  talk,  habits  dirty,  takes  no 
interest  in  anything,  very  bad-tempered,  good  teeth,  well 
grown,  and  a  good  colour.  Head  measures  18J  inches. 
No  head-nodding  for  ten  months. 

His  present  condition  shows  a  little  improvement.  The 
head  is  larger  and  the  child  can  walk  feebly,  but  cannot 
talk. 

He  called  attention  to  the  great  similarity  of  these 
two  cases  in  the  size  of  the  head,  the  head-jerking,  and 
the  mental  condition.  He  regarded  them  both  as  typical 
cases  of  microcephalic  idiots,  due  to  imperfect  growth  and 
development  of  the  brain.  He  was  not  prepared  to 
recommend  operation,  believing  that  the  condition  was 
not  due  to  a  premature  synostosis  of  the  cranial  bones. 
The  prognosis  was  very  bad  as  regards  recovery,  but  a 
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certain    amount    of   improvement   might   be    obtained  by 
careful  and  judicious  training. 

(Exhibited  March  the  15th,  1901.) 


Discussion. 

Dr.  Leonard  Guthrie  said  the  loss  of  the  terminal  phalanges 
in  the  fingers  of  the  left  hand  with  the  general  anaesthesia  sug- 
gested some  such  condition  as  syringomyelia  in  addition  to  the 
microcephaly.  He  did  not  regard  it  as  traumatic.  Some  years  ago 
there  was  much  hope  that  such  cases  might  be  benefited  by 
craniectomy,  but  they  did  not  improve.  It  was  supposed  that 
the  children  were  idiots  because  the  brain  had  not  room  to 
expand.  The  fact  was  that  the  skull-cap  did  not  enlarge 
because  the  brain  did  not.  The  late  Sir  G-eorge  Humphrey 
examined  eighteen  such  skulls,  but  found  no  evidence  of 
pressure,  neither  did  the  symptoms  suggest  pressure  on  the 
brain.     He  advised  that  the  present  case  should  be  left  alone. 

Mr.  Tubby  said  he  remembered  performing  four  crani- 
ectomies— three  linear  and  one  horseshoe.  One  was  alive  and 
in  Earlswood.  Of  the  other  three,  one  died  on  the  day  of  the 
operation ;  one  died  a  week  afterwards,  of  diarrhoea  ;  the  fourth 
he  had  not  been  able  to  follow  up.  In  two  cases  which  he  smw 
post  mortem  he  was  impressed  by  the  extreme  deformity  of  the 
brain.  In  one  case  the  brain  was  smaller  on  one  side  than  on 
the  other,  there  was  porencephalus  in  the  white  matter,  and  one 
or  two  abnormal  fissures.  In  the  other  case  the  brain  was 
symmetrical,  and  in  the  inferior  parietal  lobule  there  were  an 
immense  number  of  minute  convolutions.  He  thought  the  days 
of  craniectomy  for  that  condition  were  past.  The  skull  was 
very  thick,  and  with  one  of  them  he  had  an  anxious  time  with  a 
vessel  in  the  bone,  which  was  rather  larger  than  the  radial  artery. 

Dr.  Sutherland  agreed  with  Dr.  G-uthrie's  remark  about  the 
phalanges.  The  child  seemed  quite  insensitive  to  pain  in  the 
arms.  He  thought  it  would  be  worthwhile  to  try  and  ascertain 
whether  syringomyelia  was  present. 

Dr.  Cautley,  in  reply,  agreed  that  there  might  be  some 
syringomyelia  present.  The  child  never  cried  when  it  was 
being  burnt.  It  must  be  a  great  blow  to  surgeons  to  part  with 
an  operation,  but  he  thought  there  was  no  benefit  to  be  obtained 
from  craniectomy. 
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43.  A  CASE   OF  NEPHRITIS   IN   A  NEWLY  BORN 
INFANT. 

By  henry  ASHBY,  M.D. 

Charles  B — ,  aged  four  weeks,  was  brought  by  its 
mother  to  the  out-patient  department  of  the  Manchester 
Children's  Hospital  in  January,  1901,  with  the  follo^ving 
history  : — Mother  is  healthy  and  has  had  five  children ;  one 
was  still-born,  one  died  of  wasting,  the  others  are  living 
and  well.  Mother  was  strong  and  healthy  during  her 
pregnancy.  The  infant  appeared  quite  well  when  it  was. 
born,  but  on  the  following  day  the  midwife  noticed  it  was 
swollen  in  the  face ;  it  has  suffered  since  from  much 
vomiting  and  diarrhoea,  and  has  passed  little  urine.  It 
has  been  swollen  more  or  less  ever  since  the  second  day. 

When  admitted  to  hospital  it  was  very  oedematous, 
the  face,  trunk,  and  limbs  being  very  anasarcous ;  it  was 
sick  once  and  passed  some  loose  stools,  but  no  urine  was 
obtainable.  Convulsions,  mostly  clonic,  supervened,  and 
it  died  twenty-four  hours  after  admission.  Temperature 
9b°—97°F,  ^ 

At  the  post-mortem  examination  there  was  general 
oedema,  extensive  haemorrhagic  pneumonia  ;  the  heart  was 
contracted,  but  not  dilated  or  hypertrophied ;  the  liver 
was  gorged  with  blood.  The  kidneys  weighed  together 
If  ounces ;  they  were  markedly  lobulated  like  f octal 
kidneys ;  the  capsules  were  thickened  and  adherent,  but 
stripped  without  tearing  the  kidney  substance ;  their 
surfaces  were  pale,  and  the  stellate  veins  much  engorged. 
On  section  the  cut  surface  was  pale  and  fatty-looking,. 
the  pallor  being  much  more  marked  than  in  the  most  high- 
grade  anaemia,  and  there  was  very  little  difference  between 
the  cortex  and  medulla.  The  vessels  were  indistinctly 
marked.  The  cortex,  if  anything,  was  narrower  than 
normal. 
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The  microscopical  examination  showed  *' choked"  kid- 
neys^ with  extensive  epithelial  and  fibroid  changes.  The 
following  is  a  summary  of  the  changes  noted  : — Capsule 
thickened,  fibroid  tissue  is  present  surrounding  the 
capsules  of  Bowman,  convoluted  and  straight  tubes. 
Nearly  all  of  the  glomeruli  are  surrounded  and  com- 
pressed by  a  fibro-cellular  growth,  which  appears  to  have 
put  most  of  the  glomeruli  out  of  action  ;  only  here  and 
there  is  a  comparatively  normal  glomerulus  seen.  The 
convoluted  tubules  are  for  the  most  part  dilated  and 
choked  with  fibrinous  cylinders;  in  these  the  epithelium  is 
mostly  flattened,  in  others  the  cells  are  swollen  and  very 
coarsely  granular.  The  straight  tubules  are  choked  in  a 
similar  manner  (see  Plate  IV) .  The  blood-vessels  and 
capillaries  are  everywhere  gorged,  and  the  small  arteries 
appear  thickened.  Examination  of  the  lungs  showed 
acute  haemorrhagic  pneumonia.  The  liver  was  gorged 
with  blood  ;   there  was  no  hepatitis. 

The  history  of  oedema  commencing  on  the  second  day 
after  birth,  as  well  as  the  extensive  and  late  changes  in 
the  kidneys,  suggests  that  the  nephritis  commenced  some 
time  before  birth,  but  this  cannot  be  confidently  asserted. 
No  cause  could  be  assigned  for  the  rare  event  of  an 
intra-uterine  nephritis  ;  the  mother's  health  was  good, 
and  there  was  no  evidence  of  syphilis.  For  the  greater 
part  of  intra-uterine  life  the  kidneys  are  physiologically 
inactive,  though  in  the  latter  weeks  they  are  believed  to 
-excrete  a  small  amount  of  urea  and  uric  acid,  the  urine 
being  passed  into  the  liquor  amnii. 

The  literature  concerning  intra-uterine  nephritis  or 
nephritis  in  young  infants  is  scanty.  In  cases  of  con- 
genital hydronephrosis  the  kidneys  are  apt  to  suffer  from 
a  form  of  cirrhosis  or  cicatrisation.  Carpenter  "^  records  a 
case  of  nephritis  in  a  syphilitic  infant  of  five  weeks,  and 
Henoch  t  records  one  of   the  same  age  in  a  non-syphilitic 

*  George  Carpenter,  'The  Syphilis  of  Children  in  Every-day  Practice/ 
t  E.    Henoch,    '  Lectures  on    Diseases    of    Children/    vol.    ii,   the   New 
Sydenham  Society. 


PLATE  IV. 

Illustrating  Dr.  H.  Ashby's  case  of  Nephritis  in  a  newly  born 

Infant. 


Reports  of  the  Society  fok  the  Study  of  Disease  in  Children,  Vol.  1,  Plate  IV. 
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infant.  Both  cases  were  verified  by  post-mortem.  It  is 
hardly  necessary  to  add  that  oedema  without  albumen  in 
the  urine,  or  only  a  trace,  is  common  in  infants  who  suffer 
from  marasmus  follo^ving  diarrhoea  or  gastro-intestinal 
catarrh.  In  the  majority  of  such  cases  there  is  no 
nephritis,  though  slight  changes  may  be  noted  in  the  renal 
epithelium,  the  result  of  toxine  poisoning. 

I  have  to  express  my  obligations  to  Mr.  A.  Hill  for 
making  the  post-mortem  and  cutting  sections  of  the 
organs.  (Read  March  the  l^th,  1901.) 

Discussion. 

The  Chairman  (Dr.  Cautley)  said  it  was  very  rare  to  meet 
with  a  condition  of  that  nature.  Was  it  Dr.  Ashby's  experience 
that  albumen  was  almost  constantly  found  in  the  urine  of  new- 
born  children  ?  Personally  he  had  nothing  to  do  with  new- 
bom  children.  He  would  like  to  ask  whether  in  the  present 
case  there  might  not  have  been  some  chill  or  infection  subse- 
quent to  birth.  Possibly  the  child  had  been  washed  in  cold 
water  directly  after  birth,  and  that  might  exaggerate  the 
condition  of  the  kidney  and  convert  it  into  a  true  nephritis. 
Was  it  possible  there  had  been  any  infection  through  the 
umbilical  cord  ? 

Dr.  Guthrie  asked  whether  there  were  any  signs  of  congeni- 
tal syphilis  about  the  case.  He  had  never  heard  of  congenital 
nephritis,  but  conceived  it  was  possible,  and  that  it  could  be  of 
.specific  nature,  and  might  account  for  the  chronic  interstitial 
nephritis  which  came  on  later  in  children. 

Dr.  George  Carpenter  said,  with  regard  to  the  remark  of 
Dr.  Guthrie  as  to  nephritis  in  congenital  syphilis,  he  thought  that 
an  important  consideration.  He  had  seen  one  such  case  during 
and  after  life,  and  that  was  in  a  child  five  weeks  old.  The  micro- 
scopical changes  were  very  marked,  and  there  was  an  extreme 
amount  of  interstitial  and  catarrhal  nephritis.  During  life  the 
child  had  dropsy,  epithelial  and  blood  casts  in  the  urine,  and 
many  of  the  epithelial  casts  were  granular.  He  suggested  the 
present  case  might  be  one  of  syphilitic  kidney.  He  had  seen 
two  other  cases  of  acute  nephritis  in  syphilitic  infants,  but  they 
recovered  under  antisyphilitic  remedies.  In  his  experience 
lobulation  of  the  kidneys  was  not  very  uncommon.  One  of  Dr. 
Ashby's  drawings  showed  proliferation  of  the  endothelium  of 
the  capsules  and  patchy  fibro-cellular  infiltration  of  the  stroma, 
and  in  this  respect  suggested  a  scarlatinal  change.     In  the  case 
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of  syphilitic  kidney,  however,  to  which  he  drew  attention,  the 
microscopical  appearances  were  very  similar,  the  difference  being^ 
one  of  degree  merely.  His  specimen  was,  if  anything,  more 
advanced  than  Dr.  Ashby's. 

Dr.  Ashby  (Manchester),  in  reply,  said  he  had  no  knowledge 
of  the  composition  of  urine  in  newly  born  babies,  but  he  thought 
the  albumen  only  amounted  to  a  trace.  It  was  quite  possible,  as 
was  suggested,  that  it  was  a  case  of  post-natal  nephritis.  He 
judged  that  the  condition  was  congenital  because  the  oedema 
was  present  on  the  second  day,  but  of  course  it  might  have  been 
due  to  an  early  chill.  One  would  say  that  a  white  kidney,  such 
as  that  in  the  present  case,  was  not  produced  in  four  weeks. 
The  suggestion  that  the  case  might  be  syphilitic  was  worthy  of 
consideration.  Close  questioning  of  the  mother  failed  to  throw 
any  light  on  that,  except  the  fact  of  a  miscarriage.  He  would 
try  to  obtain  the  full  history.  To  him  it  appeared  to  be  of  the 
exact  type  of  post- scarlatinal  nephritis.  Griomerular  nephritis 
was  not  very  marked  in  this  case.  In  places  one  third  or  one 
fourth  of  the  capsule  of  Bowman  was  filled  up  with  fibrous 
tissue. 


44.  CLINICAL  CASES  AND  SPECIMENS. 
By  EDMUND  CAUTLEY,  M.D. 

A  Case  of  Aortic  Stenosis. 

Robert  W — ,  aged  7  years^  is  free  from  a  family 
history  of  rheumatic  fever  as  regards  the  parents.  The 
paternal  grandfather^  however,  had  rheumatic  fever.  He 
is  the  third  of  four  brothers.  The  eldest  has  no  morbus 
cordis.  The  second  has  been  under  my  care  for  rheu- 
matic fever — a  mild  case.  The  fourth  child  has  had 
similar  rheumatic  pains  and  a  sore  throat,  and  now  has 
mitral  regurgitation. 

He  was  breast-fed  for  nine  months,  and  suffered  from 
rickets.  Morbus  cordis  was  diagnosed  at  two  years  old. 
He  had  measles  three  times,  the  first  attack  after  the 
heart  disease   was    diagnosed.      He   had   no  pains  in   the 
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joints,  nor  did  he  experience  sore  throat.  He  is  a  fairly 
well-grown  boy  of  good  colour.  He  stammers.  Tjie 
heart's  apex  is  in  the  fifth  space  in  the  nipple  line. 
Over  the  aortic  area  there  is  a  well-marked  systoli(*  thrill 
and  murmur.  The  nmrmur  is  loudest  over  the  second 
right  intercostal  space ;  it  is  conducted  along  the  great 
vessels,  and  is  heard  almost  all  over  the  precordium. 
The  pulse  is  96  to  the  minute,  small  and  irregular. 

A  Case  of  Congenital  Morbus  Cordis  ;  ?  Tricuspid  Incom- 
peteuce  plus   a  Patent  Septum  Ventriculorum, 

Robert  E — ,  aged  1  year,  is  the  fifth  child.  The 
second  was  born  at  seven  months,  and  died.  The  fourth 
died  of  pertussis.  Two  sisters  are  healthy.  Theie  is  no 
history  of  miscarriages. 

He  was  a  big  baby  at  birth,  and  has  been  breast-fed. 
Lividity  was  first  noticed  at  the  age  of  a  few  weeks  ;  it 
was  not  continual,  but  came  on  when  he  cried  or  got 
excited. 

He  is  now  a  large  fat  child,  weighing  20  lbs.,  and  is 
blue  about  the  nose,  cheeks,  lips,  and  extremities.  The 
toes  and  fingers  are  a  little  bulbous. 

The  cardiac  dulness  extends  half  an  inch  to  the  right 
of  the  sternum.  A  systolic  murmur  is  present  over  the 
whole  cardiac  area.  It  is  loudest  in  the  epigastrium  and 
over  the  lower  half  of  the  sternum,  and  is  not  conducted 
to  the  right ;  it  is  conducted  towards  and  heard  loudly  at 
the  apex.  It  is  not  heard  well  above  the  level  of  the 
third  rib  ;  it  is  lost  in  the  axilla,  and  is  not  hjeard  well 
behind.      There  is  no  thrill. 

Multiple  Exostoses  in.  Three  Children  of  the  same  Family^ 

There  are  seven  children  in  the  family,  and  there  is  no 
family  history  of  exostoses.  The  eldest  and  the  two 
youngest  are  free  from  excrescences.  The  age  and  sex 
of    those    aifected  are   as  follows: — Frederick,   aged    12 
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years ;  Florence,  aged  9  years ;  and  Harriet,  aged  8 
years.  All  the  children  appear  healthy.  In  no  case  is 
there  an  exostosis  on  the  head.  The  lumps  are  numerous 
and  large.  They  are  chiefly  seated  at  the  epiphyses,  and 
at  the  insertions  of  muscles,  e.g.  the  deltoids.  Some  are 
situated  on  the  ribs,  knees,  ankles,  shoulders,  and  elbows. 
Th^  radial  epiphyses  seem  especially  susceptible.  The 
mother  thinks  they  are  more  numerous  than  they  were, 
and  that  they  are  increasing  in  size. 

Four  Specimen,^  of  Congenital  Hypertrophic  Stenosis  of  the 

Pylorus-. 

These  four  cases  have  occurred  in  the  practice  of  the 
Belgrave  Hospital  for  Children  during  a  period  of  less 
than    four   years. 

Specimen  1  was  taken  from  a  male  infant  aged  14 
weeks."^  Specimen  2  was  from  a  male  infant  aged  7 
weeks."^  Specimen  3  was  from  a  female  infant  aged 
3  months  ;  t  and  specimen  4,  from  a  male  infant  aged 
2  months,  was  recently  under  the  care  of  Dr.  E wart. J 

Tuberculous  Ulcers  of  the  Small  and  Large  Intestines. 

These  were  removed  post  mortem  from  a  girl  aged 
nearly  five  years,  who  had  been  ill  for  over  a  year. 

The  chief  symptoms  were  anorexia,  wasting,  abdominal 
pain,  and  diarrhoea.  Haemorrhage  from  the  bowels  oc- 
curred in  the  later  stages,  and  the  child  suffered  from 
troublesome  vomiting  and  almost  complete  anorexia. 
Death  resulted  from  exhaustion. 

Post-mortem. — There  were  numerous  ulcers  in  the  small 
intestine,  some  of  them  completely  surrounding  the  gut. 
On  the  peritoneal  surface  of  the  ulcers  were  deposits  of 
miliary  tubercle  and  adhesions  to  adjacent  ulcers. 

*  *Med.-Chir.  Trans.,'  vol.  Ixxxii,  1899. 

t  •  Lancet/  1900,  vol.  ii,  p.  256. 

I  '  British  Med.  Journal,'  1901,  vol.  i,  p.  765. 
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Two  large  ulcers  were  present  in  the  colon.  One  of 
these  had  produced  a  stricture  which  only  admitted  a 
good-sized  pencil.      There  was  no  general  peritonitis. 

A  Monoventricular  Heart. 

This  was  removed  post  mortem  from  a  boy  who  died, 
aged  four  months,  of  capillary  bronchitis  and  lobular 
pneumonia.  He  was  the  fifth  child  :  one  died  of  menin- 
gitis, four  are  living.  He  was  a  ''  fine  baby  born,^'  and 
was  breast-fed  for  three  months.  He  was  then  weaned 
and  given  cow's  milk,  when  he  began  to  waste.  When 
first  seen  he  was  moderately  wasted.  There  was  a  loud 
systolic  murmur  conducted  all  over  cardiac  area.  He 
died  from  the  pulmonary  affection  above  mentioned.  His 
weight  at  death  was  8  lbs.  13  oz.,  and  he  had  gained  6  oz. 
in  a  week. 

Condition  of  the  Heart. — There  is  one  large  thick- 
walled  ventricle,  the  foramen  ovale  is  open  and  large, 
and  the  ductus  arteriosus  closed. 

(Exhibited  March  the    ]5th,   1901.) 


45.  CASE    OF    OSTEO-ARTHRITIS    IN    A    BOY   OF 
ELEVEN   YEARS. 

By  a.  E.  SANSOM,  M.D. 

Georok  C — ,  aged  11  years,  a  patient  under  my  care  at 
the  London  Hospital,  shows  extensive  polyarthritis.  The 
small  joints  of  the  hands  are  enlarged  and  the  fibrous 
structures  thickened,  the  muscles  (the  interossei,  the 
thenar  and  hypothenar  eminences)  are  much  wasted. 
The  wrist-joints  are  enlarged,  atjd  permit  very  little 
movement ;  the  forearm  muscles  are  wasted  ;  the  tips  of 
the  fingers  are  moist ;  there  is  local  sweating  (giving  tho 
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warm,  moist,  velvet  sensation).  The  elbows,  more  espe- 
cially the  left,  are  enlarged,  and  movement  is  limited  ;  the 
shoulder- joints  are  also  affected^  especially  the  left,  and 
movement  is  limited. 


Fig.  14. 


There  is  complete  ankylosis  of  both  hip-joints ;  the 
knees  and  ankles  and  some  of  the  toe-joints  are  enlarged 
and  the  muscles  of  the  lower  limbs  much  .wasted.  There 
is  also  thickening  about  the  cervical  vertebrae  ;  atlo-axoid 
rotation  is  impaired    (spondylitis). 

There  is,  therefore,  very  extensive  arthritis  of  the  form 
known  as  osteo-arthritis,  or  arthritis  deformans. 

There  is  no  enlargement  of  the  spleen,  therefore  the 
case  differs  from  that  so  well  described  by  Dr.  Still. 

It  is  stated  that  the  boy  was  quite  well  until  Sep- 
tember last,  when  he  fell  ill  with  a  febrile  disease  said  to 
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PLATE  V. 

Illustrating  Dr.  A.  E.  Sansom's  case  of  Osteo-arthritis  in  a 
Boy  of  eleven  years. 
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PLATE  VI. 

Illustrating  Dr.  A.  E.  Sansom's  case  of  Osteo-arthritis  in  a 
Boy  of  eleven  years. 
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have  been  '*'  rlieumatic  fever."  There  was  much  sweating, 
both  by  day  and  night.  The  sequence  of  the  afPection  of  the 
joints  appears  to  have  been  (1)  the  wrists,  (2)  the  left 
shoulder,  (3)  all  the  joints  of  the  lower  extremities.  The 
pain  did  not  shift  from  joint  to  joint,  but  the  pain  and 
swellings  have  continued  all  these  past  six  months. 

It  has  been  said  tliat  a  large  number  of  these  cases  of 
osteo-arthritis  are  initiated  by  an  attack  of  rheumatic 
fever.  It  was  asserted  that  this  was  the  case  in  this 
instance.  On  the  other  hand,  it  is  very  distinctly  shown 
that  such  form  of  arthritis  can  arise  in  a  definite  relation 
with  other  febrile  diseases,  and  when  there  is  no  rheu- 
matism at  all.  I  venture  to  urge  that  observers  should 
hesitate  before  using  the  term  '^  rheumatic  fever ''  as  an 
expression  of  the  mode  of  onset  in  these  cases.  Fever 
there  undoubtedly  is  ;  sweating  is  abundant,  but  fre- 
quently the  sw'eating  is  local ;  there  are  often  heart 
svmptoms,  but  (as  in  this  case)  no  structural  disease  of 
the  heart ;  the  nerve  mechanism  being  greatly  disturbed 
in  the  sense  of  tachycardia,  arhj^thmia,  or  brad^^cardia. 
The  nervous  system  of  this  boy  reacts  rapidly.  He  is 
highly  sensitive  and  intelligent.  I  think  there  are  some 
pigmentations  of  skin  as  described  by  Spender. 

The  morbid  affection  of  the  joints,  and  of  the  synovial 
and  adjoining  structures,  is  not  limited  in  time,  as  is 
usual  in  rheumatism,  but  is  protracted  through  many 
months. 

The  vascular  changes  in  the  synovial  fringes  are  more 
intense,  and  the  bones  greatly  suffer  ;  there  is  a  strange 
combination  of  hypertrophy  and  atrophy,  of  intense 
hyperaemia  and  of  wasting.  I  have  said  that  there  is  a 
sort  of  "  mania  of  the  joints." 

In  the  treatment  I  consider  that  salicin  and  the  salic}'- 
lates  have  no  influence  for  good  in  these  cases.  The  boy 
has  greatly  improved  under  a  course  of  massage  and 
under  good  nutritive  treatment. 

{Exhibited  April  the  Idth,  1901.) 
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Discussion. 

Mr.  Clement  Lucas  asked  whether,  when  the  disease  com- 
menced, there  was  any  possible  suppurating  focus,  from  which 
infection  might  have  taken  place  ;  he  suggested  suppuration 
about  the  jaws,  tonsils,  ears,  or  the  presence  of  ophthalmia. 
He  thought  it  not  improbable  that  when  all  joint  diseases  had 
been  worked  out  it  would  be  found  that  some  organism  was  at 
the  bottom  of  most,  if  not  all  of  them.  In  a  case  in  an  adult 
which  was  believed  to  be  osteo-arthritis  of  the  hip-joint — a  dis- 
tended hip  with  much  pain,  lasting  a  long  time — he  cut  down 
on  the  hip  and  took  a  cultivation,  which  was  found  to  contain 
staphylococci.  He  believed  an  able  bacteriologist  had  recently 
found  a  specific  diplococcus  associated  with  acute  rheumatism. 
His  second  question  was  whether  any  bacteriological  examina- 
tion of  the  secretions  of  the  joints  had  been  made  in  the  present 
case.  As  in  the  case  of  gonorrhoeal  rheumatism,  one  would 
possibly  find  organisms  in  the  joint  in  the  early  stage. 

Dr.  Theodore  Fislier  (Bristol)  referred  to  a  case  narrated  in 
the '  St.  Bartholomew's  Hospital  Eeports,'  in  which  a  late  resident 
physician  seemed  to  consider  that  organic  lesions  were  not  very 
uncommon  in  association  with  rheumatoid  arthritis.  He  argued 
that  it  was  simply  a  variety  of  rheumatism  due  to  the  idiosyn- 
crasy of  the  patient. 

Mr.  Burgess  (Harlesden)  asked  whether  there  was  any  history 
of  rheumatism  in  the  child's  family.  He  had  a  case  at  present 
of  the  same  age  as  the  patient,  in  which  nearly  all  the  members 
of  the  family  suffered  from  rheumatism,  either  acute  or  chronic. 

Dr.  Qeorge  Carpenter  said  the  skiagrams  showed  no  altera- 
tion in  the  bones,  but  around  the  joints  a  shadow  could  be  seen, 
representing  some  material  around  the  part,  so  that  the  thicken- 
ing of  the  joint  was  apparent  rather  than  real.  He  thought  the 
case  was  on  all-fours  with  cases  of  meningitis  with  secondary 
joint  disease.  In  the  plastic  material  around  the  joints  Still  had 
found  a  specific  organism.  He  was  of  Mr.  Lucas's  opinion  that 
the  cause  was  probably  to  be  sought  in  the  workings  of  micro- 
organisms. 

The  Chairman  (Dr.  Sansom),  in  reply,  said  there  had  been 
no  evidence  of  suppuration.  He  fully  recognised  the  important 
point  raised  by  Mr.  Clement  Lucas.  No  bacteriological  investi- 
gation had  been  carried  out  in  the  case,  because  the  boy  was  put 
under  massage  and  treated  at  once,  and  had  improved  so  much 
that  the  bacteriology  had  not  been  inquired  into.  He  agreed  with 
Dr.  Carpenter  that  there  was  evidence  of  plastic  material  around 
the  joints  rather  than  of  thickening  of  the  bones.  He  believed  it 
to  be  a  recovering  case.  Even  if  micro-organisms  were  found  in 
the  plastic  material,  that  settled  nothing  ;  it  did  not  show  they 
were  causal,  or  that  they  did  not  produce  a  change  in  the  nervous 
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system.  As  Dr.  Carpenter  had  mentioned,  meningitis  might 
produce  such  an  effect.  Dr.  Fisher  had  truly  pointed  out  that 
organic  lieart  disease  did  sometimes  occur  in  osteo-arthritis,  but 
it  was  often  an  epiphenomenon,  and  anything  could  be  an  ei)i- 
phenomenon.  The  argument  was  against  it  being  causal.  In 
i-eply  to  Mr.  Burgess,  there  was  no  rheumatic  heredity  in  the 
case  to  be  traced. 


46.  CASES  OF  MUSCULAR  ATROPHY  IN   CHILDREN. 
By  JAMES  TAYLOR,  M.D., 

AND 

J.  H.  SEQUEIRA,  M.D. 

Dk.  James  Tayloij  showed  a  case  which  he  believed  to  be 
a  connecting  link  between  cases  of  pseudo-hypertrophic 
paralysis,  in  which,  as  is  well  known,  no  lesion  of  the 
spinal  cord  is  found,  and  cases  of  chronic  degeneration  of 
the  anterior  horn-cells  of  the  spinal  cord  (progressive 
muscular  atrophy). 

The  boy,  who  was  ten  years  old,  had  been  under  observa- 
tion for  three  years,  had  not  become  obviously  worse,  and  at 
times  had  distinctly  improved.  He  was  not  able  to  walk 
until  five  years  of  age,  and  was  then  in  fairly  good  health, 
but  at  six  years  of  age  he  began  to  get  worse  again.  The 
disease  was  not  symmetrical,  and  there  were  marked  fibril- 
lary twitchings  in  the  affected  muscles.  The  reason  he 
thought  it  was  pos.sibly  a  connecting  link  between  pseudo- 
hypertrophic paralysis  and  true  spinal  paralysis  was  that 
there  was  a  certain  degree  of  hypertrophy  of  muscles  in 
some  parts,  but  also  considerable  wasting  in  others ;  and 
in  muscles  which  were  wasted  there  was  some  fibrillary 
twitching,  which  was  very  distinct  when  the  child  was 
under  observation  last  year.  Another  feature  against 
the  likelihood  of  it  being  pseudo-hypertrophic  paralysis 
was  that  he  materially  improved  while  under  observation 
the  previous  summer. 
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In  connection  with  Dr.  Taylor's  case,  Dr.  Sequeira 
showed  three  boys  suffering  from  pseudo-hypertrophic 
paralysis.  Each  was  an  advanced  case  of  the  disease, 
and  had  been  under  observation  for  some  years.  The 
characteristic  phenomena  were  present.  An  interest- 
ing feature  was  that  although  the  three  patients  were 
members  of  large  families,  there  was  no  similar  affection 
in  the  brothers  and  sisters. 

[Exhibited  April  the  19th,  1901.) 


47.  CASES  OF  N^VO-LIPOMA  IN  CHILDEEN. 

By  a.  B.   EOXBURGH,  B.Ch. 

(Introduced.) 

Thkee  cases  of  naBvo-lipoma  Avere  demonstrated. 

The  first  case  showed  an  extensive  naevus  of  the  venous 
type,  affecting  the  leg  and  lower  parts  of  the  thighs,  with 
marked  thickening  of  the  subcutaneous  fatty  tissue. 

The  second  case  was  that  of  a  child  of  two  months  of 
age  with  a  large  lipoma  of  the  thigh. 

The  third  case  was  a  baby  three  months  old  with  a 
fatty  growth  of  the  axilla-pectoral  and  infra-spinous 
regions,  and  it  also  involved  the  under  surface  of  the  arm. 
A  portion  of  this  part  of  the  tumour  was  naevoid. 

{Exhibited  April  the  19th,  1901.) 


48.  DISLOCATION  OF  PATELLA  PEESISTING  AFTEE 
MacE WAN'S  OSTEOTOMY. 

By  DOUGLAS  DEEW,  B.S. 

The  case  was  that  of  a  child  of  six  years  of  age   with 
rickety  deformity  of  the  lower  limbs.    Twelve  months  pre- 
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viously  MacEwan's  osteotomy  was  performed  for  marked 
genu  valgum,  with  dislocation  of  the  patella  outwards 
when  the  knee  was  flexed.  The  result  of  the  osteotomy 
was  complete^  satisfactory  so  far  as  the  straightening 
of  the  limb  was  concerned,  but  it  had  failed  to  cure  the 
dislocation.  Splints  had  been  worn  since  the  operation. 
A  second  operation  for  the  cure  of  the  dislocation  was 
going  to  be  performed. 

He  proposed,  unless  improvement  occurred  during  the 
next  few  months,  to  expose  the  inner  side  of  the  knee, 
excise  a  portion  of  the  capsule,  and  so  shorten  up  the 
capsule  on  the  inner  side.  As  there  was  a  deficiency  in 
the  patellar  surface  of  the  femur,  he  would  deepen  that 
and  replace  the  patella.  He  would  get  the  wound 
thoroughly  healed,  and  at  the  end  of  fourteen  days  begin 
passive  movement  so  as  to  avoid  any  stiffness  about  the  joint. 
In  1889  he  saw  a  similar  case,  which  was  under  the  care 
of  Mr.  Pollard,  the  patient  being  a  girl  of  sixteen  years, 
with  marked  dislocation  of  the  patella.  Mr.  Pollard  excised 
a  portion  of  the  capsule  on  the  inner  side  of  the  joint,  and 
the  result  was  most  satisfactory. 

(Exhibited  April  the  19th,  1901.) 


49.  A  GUMMA  IN  THE  WALL  OF  THE  HEART  OF  AN 

INFANT. 

By  J.  PORTER  PARKINSON,  M.D. 

The  specimen  exhibited  is  a  gumma  in  the  wall  of  the 
heart  of  an  infant  aged  3  months.  The  child  was  brought 
to  the  hospital  in  a  dying  state.  At  the  post-mortern 
examination  the  body  was  seen  to  be  very  wasted,  with 
the  remains  on  it  of  a  blotchy  rash.  In  the  lungs  were 
numerous  masses  of  yellow  tubercle,  which  in  places  had 
softened  into  small  cavities.  In  the  wall  of  the  left 
ventricle,    just    below    the    auriculo-ventricular    groove, 
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close  under  the  visceral  pericardium,  was  a  pale,  tough, 
yellow  mass,  three  quarters  of  an  inch  in  diameter  and 
a  quarter  of  an  inch  thick,  well  marked  off  from  the 
adjacent  muscle.  Thd  valves  and  rest  of  the  heart 
appeared  healthy.  There  were  numerous  tubercles  in 
the  spleen,  but  the  other  organs  were  healthy  to  the 
naked  ey6. 

Mr.  Targett's  report  of  the  microscopic  appearance  of 
the  growth  was  as  follows: — "  The  nodule  in  the  heart  is 
composed  of  young  inflammatory  tissue  in  various  stages 
of  development,  and  the  adjacent  muscle  is  infiltrated 
and  destroyed.  The  lesion  is  evidently  syphilitic,  and 
may  be  regarded  as  a  gumma  of  the  heart.'^  The  rarit}? 
of  gummata  in  this  situation  in  infants  is  shown  by  the 
fact  that  in  the  whole  of  the  records  of  the  Pathological 
Society  but  one  similar  specimen  appears ;  this,  which  is 
alluded  to  by  Mr.  J.  Hutchinson  in  his  work  on  '  Syphilis,^ 
was  exhibited  by  Mr.  Shattock  in  1880. 

This  is  the  only  case  1  can  find  in  a  rather  hurried 
review  of  English  and  foreign  literature  of  a  similar 
pathological  specimen. 

(Exhibited  April  the  19th,  1901.) 

Discussion. 

Dr.  Theodore  Fisher  (Bristol)  said  he  had  had  a  case  of  exten- 
sive fibrosis  of  the  heart  in  a  very  young  child,  and  he  had  seen  a 
small  tubercular  mass  in  the  heart ;  but  he  would  regard  the 
present  case  as  one  of  gumma,  not  tubercle.  In  the  latter  con- 
dition there  would  be  extensive  caseation,  and  merely  a  narrow 
encircling  band  of  fibrous  tissue.  In  a  case  of  extensi^'e  tuber- 
cular fibrosis  of  the  heart  there  was  thickening  and  adhesion  of 
the  aortic  valves.  There  was  no  evidence  of  congenital  syphilis, 
and  probably  the  condition  was  the  result  of  myocarditis  asso- 
ciated with  foetal  endocarditis. 

Dr.  Porter  Parkinson,  in  reply,  said  there  was  no  caseation 
in  the  centre  of  the  heart  lesion ;  it  looked  like  gumma,  and  was 
very  hard.     Then  there  was  Mr.  Targett's  report. 
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50.  PEEFOKATING    GASTRIC    ULCER    IN    A    YOUNG 

CHILD. 

By  J.  PORTER  PARKINSON,  M.D. 

The  specimen  exhibited  is  a  perforating  acute  gastric 
ulcer  in  a  male  child  aged  2  years  and  2  months.  This 
child  had  suffered  from  gastric  symptoms  and  occasional 
vomiting,  and  slight  fever  for  ten  days,  when  suddenly  it 

Fjg.  15. 


vomited  blood  and  became  collapsed,  with    typical    sym- 
ptoms of  acute  peritonitis,  and  died  sixty  hours  later. 

At  the  post-morlem  examination  the  peritoneal  cavity 
contained  about  a  pint  of  turbid  fluid  containing  flakes 
of  lymph.  The  omentum  was  thickened  and  friable, 
and  matted  down  by  recent  adhesions.  No  tubercles 
were  seen.     The  liver  and  spleen  appeared  normal.     The 


lU  FEEFOEATING  GASTEIC   ULCEE. 


cortices  of  the  kidneys  were  pale  and  swollen,  and  the 
distinction  between  cortex  and  medulla  was  lost. 

Near  the  centre  of  the  posterior  wall  of  the  stomach, 
as  seen  in  the  specimen  and  photograph  shown,  is  a 
punched-out  ulcer  with  slightly  thickened  edges,  and  a 
perforation  a  little  larger  than  a  pin^s  head  at  its  base, 
the  peritoneum  forming  the  posterior  wall  of  the  small 
bag  of  the  peritoneum  was  adherent  to  the  stomach,  and 
there  was  no  escape  of  stomach  contents.  There  was 
very  slight  swelling  of  one  or  two  Peyer\s  patches,  but 
neither  here  nor  elsewhere  was  any  sign  of  tubercle 
present.  One  other  small  ulcer  is  to  be  seen  in  the  pos- 
terior wall  of  the  stomach  near  the  one  described. 

The  occurrence  of  ulceration  of  the  stomach  in  a  child 
of  this  age  is  exceedingly  rare  ;  in  the  whole  of  the  records 
of  the  London  Hospital  Dr.  Fenwick  states  there  are 
only  three  cases  reported,  and  in  each  case  it  was 
obviously  secondary  to  some  other  disease,  and  Rokitanski 
in  the  whole  of  his  expedience  never  encountered  it  in  a 
child  less  than  fourteen  years  of  age.  The  cause  in  this 
case  seems  doubtful ;  the  symptoms  during  life  appeared 
to  suggest  some  general  infection,  but  the  post-mortem 
appearances  did  not  bear  this  out  ;  and  of  tubercle,  which 
is  the  usual  cause  of  gastric  ulceration  in  children,  there 
is  no  trace  to  be  found.     {Bxhihited  April  the  19th,  1901.) 

Discussion. 

Dr.  Theodore  Fisher  (Bristol)  said  the  case  of  perforating 
gastric  ulcer  was  very  interesting  from  a  pathological  point  of 
view.  It  was  remarkable  how  frequent  small  follicular  ulcers 
were  seen  in  the  stomachs  of  children,  and  how  comparatively 
i-are  they  were  in  adults.  It  was  strange  that  large  ulcers  in 
children  did  not  more  often  result.  A  small  ulcer  by  the  side 
of  the  large  one  in  the  specimen  looked  as  if  it  commenced 
in  a  follicle,  and  perhaps  that  was  the  origin  of  the  larger 
one  also.  The  pathology  of  duodenal  ulcer  and  stomach  ulcer 
was  supposed  to  be  closely  connected,  and  his  colleague,  Mr. 
Kendal,  had  almost  decided  to  bring  up  a  case  of  acute 
duodenal  ulcer  occurring  in  a  new-born  child.  Haemorrhage 
from   the   bowel  commenced   about   twentv-seven   hours   after 
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birth,  and  in  forty-eiglit  hours  the  child  died.  At  the 
post-mortem  a  slough  about  half  the  size  of  a  finger-nail  was 
nearly  detached  from  the  first  part  of  the  duodenum.  He  (Dr. 
Fisher)  took  cultures  from  the  spleen,  and  found  in  them  the 
Staphylococcus  pyogenes  aureus.  In  that  case  the  ulceration  of 
the  duodenum  had  started  in  an  acute  infection.  Eecently  some 
cases  had  been  brought  before  the  Society  of  hseniatemesis  in 
association  with  appendicitis,  chietiy  occurring  in  children,  and 
he  thought  it  was  correct  to  say  that  small  follicular  ulcers  had 
been  found  in  those  cases  which  had  proved  fatal. 

Dr.  Porter  Parkinson,  in  reply,  was  on  the  point  of  suggest- 
ing that  the  perforating  ulcer  had  originated  in  one  of  the 
follicles  ;  it  seemed  extremely  likely. 


51.  CASES    OF     LUPUS    TREATED    BY    FINSEN'S 
METHOD. 

By  J.  H.  SEQUEIEA,  M.D. 

Two  boys  and  ^  girl  were  shown  who  had  suffered 
from  lupus,  which  had  been  treated  at  the  London 
Hospital  by  the  Finsen  method.  Photographs  of  the 
patients  before  treatment  were  handed  round,  and  atten- 
tion was  called  to  the  excellence  of  the  scars  and  the 
advantage  of  this  form  of  treatment  over  ordinary 
surgical  methods,  especially  when  the  disease  attacked 
the  face.  The  chief  drawback  was  the  time  occupied 
by  this  method  of  treatment.  One  of  the  patients,  in 
whom  nearly  the  whole  of  the  left  cheek  had  been 
affected,  required  over  fifty  sittings. 

{Exhibited  April  the  19th,  1901.) 

Discussion. 

Dr.  Sutherland  asked  whether  excision  would  not  have  pro- 
duced as  good  a  result,  and  much  more  8i>eedily.  Was  the  light 
treatment  a  guarantee  against  recurrence  ? 

Dr.  Sequeira,  in  reply,  said  that  in  the  girl  excision  might 
have  been  done,  but  not  in  the  others.     Many  people  objected 
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to  operation,  and  it  must  be  remembered  that  the  Finsen 
method  was  painless.  Again,  while  excision  did  not  guarantee 
against  recurrence,  he  had  seen  no  cases  return  where  the  light 
treatment  had  been  adopted  which  had  now  been  practised  for 
four  years. 


52.  a  case  of  infantile  scurvy. 
By  dan  Mckenzie,  m.d. 

p.  E — ,  a  female  aged  eleven  months^  was  brought  to 
me  about  fourteen  days  ago  suffering  from  a  peculiar 
livid  swelling  of  her  gums,  but  no  special  significance 
was  attached  to  it  until  three  days  ago,  when  I  was  called 
to  see  the  child  on  account  of  increasing  weakness,  with 
continual  crying,  loss  of  power  in  and  tenderness  of  the 
lower  limbs. 

The  crying  is  most  marked  when  the  child  is  moved  or 
touched.  In  fact,  so  much  does  the  child  dread  the 
slightest  movement  that  she  clings  convulsively^  to  her 
mother  when  any  attempt  is  made  to  make  her  stand 
or  walk.  She  is  only  comfortable  when  lying  down. 
Handling  or  passive  movement  of  the  lower  limbs  is 
equally  resented  by  the  patient.  Careful  observation 
shows  that  the  tenderness  is  not  localised  to  any  par- 
ticular region  of  the  limbs,  as  would  be  the  case  were 
the  child  suffering  from  some  joint  disturbance.  Although 
the  legs  lie  quite  still  and  motionless  there  is  no  paralysis, 
for  she  can  move  her  legs  and  feet,  and  the  tendon 
reflexes  are  present.  There  is,  perhaps,  some  bending  of 
the  right  tibia  near  the  ankle-joint,  but  no  fulness  or 
swelling  can  be  detected  along  the  bony  surfaces.  The 
muscles  are  soft,  flabby,  and  tender.  In  the  skin  are 
several  fairly  large  patches  of  ecchymosis. 

Examination  of  the  trunk  reveals  an  absence  of  rickety 
.signs.      There    is    no    pot-belly,  and    no    rachitic    rosary. 
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although  the  costal  arches  comprising  the  lower  segment 
of  the  chest  wall  are  flattened  somewhat.  She  sits  in  a 
bunched-up  attitude  from  weakness  of  the  spinal  muscles. 

The  shape  of  the  head  does  not  suggest  rickets.  The 
anterior  fontanelle  is  closed.  There  is  a  considerable 
amount  of  perspiration  from  the  head,  the  pillow  being 
wet  in  the  morning.  The  child's  face  is  pale,  but  the 
mucous  membranes  are  fairly  well  coloured.  On  the 
lower  left  eyelid  is  a  patch  of  ecchymosis.  There  is  no 
proptosis.  Four  teeth — two  incisors,  above  and  below — 
have  made  their  appearance.  The  gum  around  the  lower 
incisors  is  normal  in  appearance.  In  the  neighbourhood 
of  the  upper  incisors,  however,  the  gum  is  swollen,  glazed, 
and  pouting,  and  of  a  deep  purple  or  mulberry  colour.  I 
call  attention  to  the  fact  that  the  gum  round  the  teeth 
which  had  erupted  since  the  onset  of  scurvy  is  the  seat  of 
scorbutic  change,  while  in  the  neighbourhood  of  the  teeth 
which  were  cut  before  the  advent  of  the  disease  there  is 
no  alteration  in  the  mucous  membrane. 

This  child  has  been  reared  entirely,  with  the  exception 
of  a  little  potato  added  a  few  weeks  ago,  upon  '^  Allenbury 
Food  No.  1." 

The  Allenbury  Food,  which  has  been  credited  with 
causing  many  cases  of  scurvy,  I  know  not  with  what 
justice,  has  been  entirely  stopped.  Nansen's  opinion  is 
that  scurvy  is  induced  not  so  much  by  the  absence  of 
fresh  food  as  by  the  presence  of  ptomaines  in  improperly 
preserved  foods.  If  the  cause,  then,  is  positive,  and  not 
merely  negative,  it  is  necessary  to  remove  any  suspicious 
article  from  the  dietary,  in  addition  to  the  routine 
methods  of  treatment. 

[Exhibited  April  the  IWi,  1901.) 

Discussion. 

Dr.  Sanders  (New  Cross)  [introduced]  mentioned  a  case 
which  he  had  l>een  treating  for  some  time,  the  child  having  been 
fed  on  various  meat  preparations.  It  was  fed,  after  l)eing  seen, 
on  green  vegetables  and  lime-juice.     He  showed  photographs  of 
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tlie  case.  He  put  the  legs  in  plaster  of  Paris,  and  there  was 
much  improvement ;  the  child  was  now  free  from  pain,  whereas 
it  could  not  bear  the  clothes  to  be  shifted  previously. 

Dr.  George  Carpenter  said  he  could  not  find  that  the  child 
was  rickety.  The  condition  used  to  be  called  "  acute  rickets,"  but 
often  there  was  no  rickets  in  these  cases.  Moreover  the  patients 
were  not  always  anaemic.  He  had  been  in  a  house  recently 
where  "  AUenbury  Milk  No.  1 "  was  used,  and  the  infant  was 
suffering  from  scurvy.  The  proprietors  now  recommended  that 
raw  meat-juice  should  be  given  with  the  milk — he  presumed  with 
the  idea  of  preventing  scurvy.  He  had  recently  brought  to  his 
notice  by  Dr.  Ashby  the  case  of  a  doctor's  child  who  had  that 
condition  of  gums,  and  the  father  had  been  carefully  treating 
them  with  chlorate  of  potash,  with  the  result  that  the  liver  was 
much  enlarged  and  the  child  nearly  died.  There  were  several 
children  in  the  family,  who  had  all  been  previously  fed  in  the  same 
way,  but  only  this,  the  third  or  fourth  child,  suffered  from  scurvy. 
It  looked  as  if  there  were  some  special  idiosyncrasy  in  the  child, 
and  that  the  proprietary  food  administered  was  not  the  only  cause. 

The  Chairman  (Dr.  5ansom)  said  a  well-instructed  doctor 
had  asked  him  a  question  about  chlorate  of  potash.  The 
gentleman  said  he  had  taken  chlorate  of  potash,  bat  it  always 
disagreed  with  him.  He  (Dr.  Sansom)  believed  chlorate  of  potash 
to  be  a  dangerous  remedy,  and  it  needed  using  very  carefully 
indeed.  It  had  a  destructive  influence  on  the  red  corpuscles. 
Some  people  could  not  take  chlorate  of  potash.  He  urged  that 
practitioners  should  think  twice  before  administering  that  drug, 
especially  to  young  subjects. 

Dr.  Dan  Mackenzie  (Leytonstone),  in  reply,  said  there  were 
no  signs  of  rickets  about  the  child,  which  had  been  fed  upon  tl^e 
"  AUenbury  Milk  No.  1 "  all  its  life,  and  upon  nothing  else  until 
a  month  ago,  when  it  had  a  little  potato  ;  and  yet  in  that  month 
scurvy  appeared.  He  thought  the  reason  was  that  the  child  had 
an  attack  of  broncho-pneumonia,  which  weakened  its  condition 
and  so  brought  out  the  idiosyncrasy.  Nansen's  suggestion  was 
worthy  of  note,  namely,  that  scurvy  was  not  due  to  want  of 
vegetable  food  so  much  as  to  the  ptomaines  in  imperfectly 
preserved  food. 
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53.   A  CASE   OF   (EDEMA  OF  THE   EYELIDS   OCCUR- 
RING  AFTEE  A   BATH. 

By  THEODORE   FISHER,  M.D. 

The  following  case,  although  it  may  be  considered  in 
itself  of  trivial  importance,  is,  I  trust,  of  sufficient  interest 
to  bring  before  the  notice  of  this  Society. 

A  girl  aged  9  years  was  brought  to  the  out-patient 
department  of  the  Bristol  Children's  Hospital  for  simple 
jaundice.  On  the  second  visit  the  mother  mentioned  that 
frequently  during  the  winter  the  child's  eyelids  had 
swollen  after  a  warm  bath.  The  swelling  had  usually 
come  on  within  half  an  hour  after  leaving  the  bath, 
and  had  lasted  from  twelve  to  twenty-four  hours. 
Being  curious  to  test  the  truth  of  this  observation,  I 
paid  a  visit  the  next  Saturday  evening,  the  usual 
evening  on  which  the  bath  was  given,  in  order  to  see 
if  the  swelling  had  occurred.  Unfortunately  little  or 
no  swelling  proved  to  be  present,  but  a  neighbour,  an 
intelligent  woman,  was  called  in  to  substantiate  the  mother's 
statement.  She  mentioned  that  her  own  mother  had  died 
of  Bright's  disease,  and  described  how,  on  first  seeing  the 
child  with  her  eyelids  swollen,  she  exclaimed,  ^^  Why, 
she's  got  the  dropsy  ! "  and  immediately  proceeded  to 
examine  the  child's  legs,  after  the  manner  of  her  mother's 
medical  attendant,  in  order  to  see  if  they  would  pit  on 
pressure.  This  she  found  was  not  the  case.  The  mother 
of  the  child  afterwards  quoted  the  remark  of  the  baker's 
boy,  which  is  of  some  interest.  He  had  seen  the  girl  on 
one  occasion  with  swollen  eyelids  on  the  day  after  a 
bath.  A  few  days  later  he  saw  the  child  again,  and 
noticing  that  she  again  possessed  a  natural  appearance, 
said,  "  What  a  pair  of  eyes  she  had  last  week  !  " 

Although  I  was  unfortunate  in  not  visiting  the  child 
when  the  swelling  had  come  on,  I  asked  the  parents  to 
let  me  know  when  it  next  occurred.  On  ^farch  the  9th  the 
father  called  to  tell  me  that  the  swelling  was  present,  but 
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I  was  out,  and  as  the  child  lived  on  the  opposite  side  of 
Bristol,  it  was  too  late  on  ni}^  return  home  to  think  of 
trying  to  see  her  that  evening.  I  went  the  following  day, 
but  the  swelling  had  almost  disappeared.  On  April  the  7th 
I  again  received  word  that  the  eyelids  had  swollen.  This 
time   I   was  at  home,   and  was  able  to  prove  for  myself 

Fig.  16. 


that  the  occurrence  was  no  myth.  I  arrived  between  two 
and  three  hours  after  the  bath,  and  found  the  eyelids, 
more  especially  the  lower  eyelids,  much  swollen,  each  of 
which  equalled  half  a  walnut  in  size.  There  was  some 
injection  of  the  conjunctiv8e,  but  the  eyelids  themselves 
were  only  reddened  along  the  line  of  the  lower  margin 
of    the   orbits.      When    I    arrived   the    child    could    look 
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fairly  steadily  at  an  artificial  liglit,  but  during  the 
development  of  the  swelling  much  photophobia  and  lacry- 
mation  were  said  to  have  been  present.  On  inquiry  two 
days  later  I  found  that  the  swelling  had  disappeared  by 
the  middle  of  the  day  after  the  bath.  Three  specimens 
of   urine^  passed  at   different  times  of  the  day  after  the 
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swelling  had  occurred,  were  examined  ;  none  contained 
albumen.  I  had  examined  also  three  specimens  of  urine 
passed  the  day  following  the  previous  attack  of  swelling 
of  the  eyelids.     All  were  free  from  albumen. 

The  child  is  rather  small  for  her  age,  but  can  hardly 
be  described  as  a  delicate-looking  girl.  She  does  not 
seem    to    be   troubled   with    headache    or    symptoms    of 
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dyspepsia,  and  while  possibly  not  a  very  active  child, 
cannot  be  described  as  lethargic.  Although  the  occur- 
rence of  the  swelling  is  only  occasional,  at  the  times  of  its 
onset  nothing  unusual  has  been  noticed  in  the  health 
of  the  child.  It  is  noteworthy  also  that  when  the 
swelling  comes  on,  the  only  symptoms  of  discomfort  are 
those  of  photophobia  and  lacrymation. 

Amongst  the  more  immediate  probable  causes,  I  have 
been  unable  to  find  any  definite  explanation  of  the  fact 
that  the  swelling  does  not  occur  after  every  bath.  The 
mother  is  very  sure  that  no  appreciable  difference  in  the 
temperature  of  the  water  has  been  the  cause,  and  the 
neat  appearance  of  her  house  and  children  would  lead  me 
to  believe  that  she  is  a  careful  woman,  and  that  her 
word  upon  such  a  point  can  be  relied  on.  No  note- 
worthy differences  in  diet  or  in  the  time  of  taking  food 
appear  to  have  been  present.  On  the  last  two  occasions 
of  the  swelling  of  the  eyelids,  and  I  think  I  may  say  on  the 
last  three,  the  weather  has  been  mild  after  a  few  days  of 
cold.  Possibly  sudden  alterations  of  temperature  or  of 
atmospheric  pressure  may  be  a  predisposing  cause. 

Slight  swelling  of  the  eyelids  is  very  common  in  children, 
and  occurs  most  frequently  in  the  morning.  In  some  of 
the  more  marked  cases  I  have  found  intermittent  albumi- 
nuria, but  I  have  now  tested  a  considerable  number  of  the 
slighter  cases  without  finding  traces  of  albumen  in  urine 
passed  at  any  period  during  the  day. 

The  liability  to  swelling  of  the  eyelids  seems  to  be  in 
some  instances  a  cong-enital  peculiarity.  There  is  at 
present  a  boy  attending  the  out-patient  department  at  the 
Bristol  Children's  Hospital,  under  my  care,  who  frequently 
has  some  swelling  of  the  eyelids.  His  father  and  one  of 
his  father's  sisters  are  said  to  have  suffered  since  they 
were  children  in  the  same  way.  When  the  father's  eye- 
lids are  affected  he  is  said  to  appear  to  be  unwell,  and  to 
describe  himself  as  feeling  '^  all  gone.^'  Such  a  descrip- 
tion of  want  of  feeling  of  well-being  seems  to  imply  that 
there    is    loss   of   vaso-motor  tone.      Yaso-motor  disturb- 
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auces,  at  least,  appear  to  be  capable  of  bringing  out  tlie 
swelling  in  a  child  predisposed  to  sucli  swelling.  For 
example,  in  one  of  the  cases  of  swelling  of  the  eyelids  in 
children,  in  which  albuminuria  was  present,  sudden  ex- 
citement such  as  would  be  occasioned  by  a  quarrel  with 
her  brother  was  sufficient  to  produce  rapid  development 
of  the  swelling.  Tlie  swelling  would  also  sometimes  follow 
an  unusual  display  of  physical  energy,  of  which  dancing 
round  a  barrel  organ  was  given  as  an  example. 

I  do  not  attempt  to  explain  these  occurrences  of  swell- 
ing of  the  eyelids.  The  association  of  some  swelling  and 
redness  of  the  nose  and  cheeks  with  various  slight 
abdominal  disturbances  is  familiar  to  all.  Whether  such 
localised  swelling  is  toxic  or  purely  nervous  in  origin  is, 
so  far  as  I  am  aware,  not  definitely  known.  In  swelling 
of  the  eyelids  there  is  much  more  effusion  into  the  tissues, 
and  less  superficial  dilatation  of  the  blood-vessels. 
Localised  cedema,  when  irregularly  distributed,  is  generally 
toxic  in  origin.  When  albuminuria  is  associated  with 
swelling  of  the  eyelids  the  swelling  may  possibly  be  due 
to  some  product  of  defective  metabolism.  In  the  above 
cases,  however,  where  swelling  has  usually  been  well 
developed  half  an  hour  after  a  warm  bath,  it  is  more  easy 
to  believe  that  it  owes  its  existence  to  vaso-motor  than  to 
toxic  infiuences.  {Rpcid  April  the  Idth,   1901.) 

Discussion. 

Dr.  George  Carpenter  asked  whether  any  urticaria  was 
present,  and  had  the' child  any  gastro- intestinal  disturbance. 

Dr.  Sutherland  asked  whether  there  was  any  history  in  the 
family  or  in  the  child  of  either  asthma  or  eczema. 

Mr.  Sydney  Stephenson  said  he  had  had,  on  several  occa- 
sions, children  brought  to  him  with  swollen  eyelids,  and  in  more 
than  one  such  case  on  undressing  them  he  found  patches  of 
urticaria  about  the  body.  He  had  never  obtained  a  history  of 
repeated  swelling  of  eyelids  connected  with  a  bath. 

Dr.  Theodore  Fisher  (Brist^jl),  in  reply,  said  Dr.  Carpenter's 
idea  had  not  occurred  to  him,  but  he  thought  the  suggestion  a 
valuable  one.  He  would  watch  for  the  periodicity  of  the  swell- 
ing. He  had  not  definitely  inrjuired  about  the  points  in  Dr. 
Sutherland's  question,  but  from  the  history,  which  was  collected 
in  the  ordinary  way,  he  believed  there  was  at  any  rate  no  eczema. 
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54.  A  CASE  OF   ANAEMIA  PSEXTDO-LEUK^MICA 
INFANTUM. 

By  WALTER  CAER,  M.D. 

(Introduced.) 

The  child  was  admitted  to  the  Victoria  Hospital  for 
Children  on  January  8th,  1901.  The  spleen  was  enor- 
mously enlarged,  practically  reaching  down  to  the  pubes, 
and  filling  the  left  iliac  fossa.  The  blood  showed  the 
typical  changes  described  by  von  Jaksch  in  1890.  The 
child  improved  to  an  extraordinary  degree  under  cod-liver 
oil,  iron,  and  mercury.  The  spleen  could  now  be  felt  two 
inches  below  the  costal  margin. 

[Exhibited  May  the  11th,  1901.) 

Discussion. 

Dr.  Chaffey  (Brighton)  thought  the  most  remarkable  point 
about  the  case  was  the  wonderful  reduction  in  the  size  of  the 
spleen.  He  had  seen  cases  of  the  kind  from  time  to  time,  and  they 
had  become  marasmic.  After  death  he  had  found  an  enormous 
spleen.  In  some  cases  the  size  of  the  spleen  was  reduced,  but  he 
would  like  to  hear  to  what  the  reduction  of  size  of  the  spleen  in 
this  case  was  attributed  ;  was  it  the  medicine,  or  the  diet  ? 
Some  cases,  if  they  could  be  kept  alive,  had  got  better  in  course 
of  time,  but  the  present  child  seemed  to  have  improved  in  a 
marvellous  way. 

Dr.  Cautley  said  he  doubted  whether  there  was  any  connection 
between  the  disease  the  child  had  and  rickets,  or  congenital 
syphilis.  Eickets  occurred  commonly  in  children,  and  con- 
genital syphilis  fairly  commonly,  and  therefore  one  was  apt  to 
ascribe  to  those  diseases  other  conditions  which  really  had  very 
little  connection  with  them.  Certainly  in  many  such  cases  as 
the  present  one  could  find  no  evidence  of  syphilis  in  the  child, 
nor  history  of  it  in  the  family,  nor  vet  any  evidence  of  rickets. 
He  had  seen  several  cases  of  the  kind  in  which  there  was  a  lack 
of  such  evidence.  Again,  he  thought  the  pathological  changes 
which  had  been  found  post  mortem  had  never  been  strongly 
confirmatory  of  syphilitic  disease.  On  the  other  hand,  he  had 
no  evidence  to  put  forward  as  to  what  the  cases  were  due  to. 
In  one  case  which  he  saw  the  spleen  was  remarkably  large,  and 
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the  child  deTeloped  ascites.  An  exploratory  operation  was  done, 
but  in  that  case  the  complication  was  due  to  a  secondary  tuber- 
culous i>eritonitis.  His  own  ex^^erience  was  that  the  prognosis 
was  extremely  favourable,  and  that  verv  few  of  the  patients 
actually  died  from  tlie  disease.  Death  was  generally  due  to 
some  concurrent  complication. 

Mr.  Susmann  (introduced),  who  showed  the  case  in  Dr.  Carr's 
absence,  in  reply,  said  Dr.  Chaff ey  seemed  to  regard  the  prognosis 
as  gi-ave  in  the  cases  he  had  seen.  But  were  careful  blood-counts 
made  in  those  instances  ?  He  asked  because  the  difficulty  was 
to  differentiate  it  from  splenic  anoemia.  Dr.  Carr's  view  was 
that  the  prognosis  was  not  very  bad,  and  that  gentleman  had 
great  faith  in  iron.  He  could  not  say  why,  l>ecause  the  cause 
of  the  disease  was  not  known.  He  agreed  with  Dr.  Cautley 
that  syphilis  probably  had  little  to  do  with  the  condition.  The 
child,  however,  had  the  "  hot  cross-bun  head,"  but  no  other 
signs  of  either  rickets  or  Hvphilis. 

Dr.  Chaffey  (Brighton),  replying  to  Mr.  Susmann' s  remarks, 
said  he  referred  to  cases  some  years  ago,  when  he  made  a 
collection  of  them.  There  were  no  blood-counts  done  in  those 
days.  A  considerable  numl>er  of  such  cases  were  met  with  in 
London,  but  in  Brighton  he  had  not  noticed  them  except  very 
rarelv. 


55.  A  CASE   OF  SPASTIC   SPINAL  PARALYSIS  WITH 
CEREBRAL  SYMPTOMS. 

By  MONTAGU  MURRAY,  M.D. 
(Introduced.) 

Thk  child  was  in  ordinary  health,  mentally  and  bodily, 
until  four  years  of  age.  There  was  no  history  of  con- 
genital syphilis.  He  then  had  an  attack  of  whooping- 
cough,  and  shortly  afterwards  a  severe  fright. 

His  present  condition  showed  loss  of  power  in  the  legs, 
and  to  a  less  extent  in  the  arms,  a  spastic  gait,  and 
increased  reflexes. 

The  loss  of  intelligence  had  come  on  in  the  last  three 
months.     The  pupils  were  widely  dilated,  but  he  had  no 
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other  eye  symptoms.     His  symptoms  could  not  apparently 
be  classified  under  any  recognised  disease. 

(Exhibited  May  the  17th,  1901.) 

Discussion. 

Dr.  Cautley  regarded  the  case  as  one  of  extreme  interest, 
but  thought  it  was  cerebral  spastic  paralysis,  and  that  it 
l)elonged  to  the  group  of  cases  originally  described  by  Little, 
though  it  was  not  true  Little's  disease,  which  were  due  to  an 
antenatal  condition  or  to  injury  at  birth.  He  thought  it  was  due 
to  cerebral  sclerosis,  which  was  probably  set  up  by  encephalitis 
in  sequence  to  some  infective  fever.  The  whooping-cough  which 
the  child  had  might  have  started  a  low  form  of  encephalitis 
with  sclerosis.  Such  cases  might  follow  gastro-enteritis,  or 
typhoid  fever,  or  scarlet  fever,  or  measles. 

Mr.  Tubby  said  he  was  inclined  to  agree  with  Dr.  Cautley  as 
to  the  nature  of  the  case,  though — and  he  spoke  rather  from  the 
surgical  standpoint — he  really  regarded  it  as  a  cerebral  diplegia. 
The  interesting  point  to  him  was  as  to  prognosis.  Of  what 
future  use  would  that  child  be  ?  He  thought  the  prognosis  in 
cases  of  cerebral  diplegia  was  bad,  very  few  such  patients  reach- 
ing adult  life,  and  if  they  did  reach  it  they  died  off  at  between 
twenty  and  thirty  years  of  age.  Certainly  the  prospects  were 
worst  ill  those  where  the  mind  was  deficient.  In  surgical  prac- 
tice a  large  number  of  these  cases  were  seen,  both  cerebral 
diplegia  and  Little's  disease,  and  he  believed  it  was  only  during 
the  last  ten  years  that  an  attempt  had  been  made  to  differentiate 
between  the  various  kinds  of  cases  ;  they  were  formerly  all 
regarded  as  Little's  disease.  Little's  disease  differed  very 
materially  from  the  condition  found  in  the  present  child. 

Dr.  Blumfeld  asked  whether  there  was  any  explanation  of 
the  extreme  dilatation  of  pupils  in  the  case.  There  seemed  to  be 
no  other  evidence  of  third  nerve  involvement.  Could  Dr.  Cautley 
suggest  a  reason  ? 

Dr.  Cautley  replied  that  he  could  not  answer  the  question, 
as  he  did  not  examine  the  pupils,  nor  did  he  know  what  was  the 
condition  of  the  optic  nerves.  It  was  possible  there  might  be 
some  optic  nerve  changes  in  such  a  case.  In  this  patient  he 
regarded  the  prognosis  as  very  bad,  because  the  inental  condition 
was  getting  worse.  In  the  cases  originally  described  by  Little, 
however,  the  prognosis  was  not  necessarily  bad.  The  patients 
improved  a  great  deal,  and  could  be  trained  and  educated. 

Mr.  Susmann  (introduced),  who  showed  the  case  for  Dr. 
Montagu  Murrav,  said  the  fundi  were  examined  by  Mr.  Marshall, 
but  nothing  abnormal  was  found.  The  pupils  reacted  to  light 
and  to  accomniddation.    Beyond  the  dilatation  of  the  pupils  there 
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were  no  eye  symptoms.     Could  Dr.  Cautley  suggest  where  the 
lesion  began  *? 

Dr.  Cautley  replied  that  it  was  probably  a  cortical  lesion, 
encephalitis  following,  and  the  pyramidal  cells  were  probably 
atrophied. 


56.  A  CASE   OF  SPORADIC   CRETINISM. 
By  D'ARCY  power,  M.B. 

The  case  of  sporadic  cretinism  shown  had  been  under 
the  treatment  of  Dr.  Wallis  Ord  in  1893.^  The  boy  had 
been  under  thyroid  treatment  for  eight  years,  and  had 
improved  markedly.  He  was  passing  creditably  through 
his  school  life,  and  was  already  in  the  third  standard 
with  a  fair  prospect  of  attaining  the  fourth  standard, 
though  his  parents  were  wisely  averse  to  having  him 
pushed.  {Exhihited  May  the  17th,  1901.) 

Discussion. 

Dr.  Robert  Hutchison  said  he  would  like  to  hear  what  had 
])een  the  experience  of  other  members  of  the  Society  as  to  the 
mental  improvement  in  cretins.  Every  one  knew  such  cases 
underwent  enormous  bodily  improvement  as  a  result  of  thyroid 
treatment,  but  those  he  had  seen  did  not  seem  to  benefit  men- 
tally nearly  so  much  as  physically,  and  that  was  an  important 
feature  in  any  prognosis.  The  present  patient  seemed  to  have 
improved  mentally  more  than  any  other  case  he  had  seen.  If 
treatment  was  not  commenced  in  this  case  until  the  child  was 
three  years  of  age,  there  seemed  to  be  great  hope,  when  a  very 
early  start  was  made  with  the  thyroid,  of  bringing  about  quite 
a  normal  mental  condition. 

Mr.  D*Arcy  Power,  in  reply  to  Dr.  Chaffey,  said  H  grains 
of  thyroid  extract  were  given  three  times  a  day,  total  4^  grains 
per  diem.  The  administration  had  l)een  continued  for  several 
years,  and  there  had  been  no  relapse. 

*  The  *  Lancet,'  vol.  ii,  189:^  p.  1 1  U,  cage  2, 
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57.  A   CASE   OF   PAEOXYSMAL    ALBUMINUEIA    AND 
H.EMATUEIA. 

By  D'AECY  POWEE,  M.B. 

A  BOY,  aged  9  years,  was  shown,  who  had  been 
admitted  and  readmitted  into  the  hospital  at  various  times 
suffering  from  paroxysmal  haematuria  and  albuminuria, 
associated  with  attacks  of  severe  renal  colic.  He  had  im- 
proved so  long  as  he  remained  in  hospital,  but  became  worse 
on  his  return  to  school.  The  physicians  had  handed  him 
over  for  surgical  treatment,  and  Mr.  Power  explored  his 
right  kidney  by  the  lumbar  route,  hoping  to  find  a  stone. 
A  thorough  examination  with  the  passage  of  a  probe  along 
the  whole  length  of  the  right  ureter  failed  to  reveal  any 
obstruction,  and  the  wound  united  by  first  intention  at 
the  end  of  a  week.  He  was  on  the  point  of  being 
discharged  from  the  hospital  when  his  gums  became 
spongy,  and  he  showed  undoubted  evidence  of  scurvy, 
which  yielded  to  the  ordinary  remedies,  and  since  this 
time  he  has  had  no  recurrence  of  any  renal  symptoms. 

[Exhibited  May  the  17th,  1901.) 

Discussion. 

Dr.  Sutherland  asked  whether  Mr.  D'Arcy  Power  could 
^ive  any  explanation  of  the  pain  from  which  the  boy  suffered. 
He  thought  the  scurvy  would  explain  the  haematuria,  but  not 
the  pain.  Dr.  Thompson,  of  Edinburgh,  pointed  out  that  people 
with  scurvy  had  a  large  amount  of  uric  acid,  and  the  colic  from 
which  they  suffered  might  be  traced  to  the  presence  of  that 
acid.     Was  there  any  hsemoglobinuria  in  the  case  ? 

Dr.  George  Carpenter  mentioned  that  children  with  renal 
colic  often  referred  the  pain  to  the  umbilicus  rather  than  to  the 
region  of  the  kidney,  and  this  boy  indicated  the  paiii  proceeded 
from  the  umbilicus  downwards.  Cases  of  what  might  be  termed 
simple  haematuria  in  the  young  were  not  uncommon,  and  they 
generally  recovered  under  a  hospital  dietary,  which  necessitated 
the  consumption  of  a  proper  quantity  of  fresh  meat  and  vege- 
tables which  they  lacked  in  their  home  life.  They  were,  he 
thought,  scorbutic. 
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Dr.  Blumfeld  sugarested  that  the  present  case  might  be  like 
the  one  reported  hv  Mr.  Jaffrey,  which  was  unique,  probably, 
whfre  there  was  great  pain  on  the  passage  of  blood.  The  case 
was  under  Mr.  Jaffrey  and  a  physician  in  St.  George's  Hospital. 
The  kidney  was  found  to  be  very  congested,  and  much  blood 
was  lost  at  the  operation,  after  which  there  were  no  further 
symptoms.  It  seemed  strange  that  the  present  child  developed 
the  scurvy  while  in  hospital. 

Mr.  D*Arcy  Power,  in  reply,  said  he  could  give  no  explana- 
tion of  the  pain.  Though  the  pain  was  referred  to  the  umbilicus 
it  was  thought  to  be  related  to  the  right  kidney,  the  region  of 
which  was  more  tense  than  on  the  other  side.  His  own 
ex2)erience  also  was  that  haematuria  was  not  uncommon  in  chil- 
dren, but  the  present  case  seemed  more  severe  than  the  usual 
nm.  There  was  no  haemoglobinuria  in  the  case.  There  was  a 
likelihood  about  most  of  the  suggestions  which  had  been  made, 
but  the  boy  was  only  a  week  or  ten  days  in  hospital  before  he 
developed  the  symptoms,  but  possibly  the  loss  of  blood  deter- 
mined them.  The  patient  had  also  some  enteritis,  and  passed 
mucus  and  blood  by  the  bowel.  He  inclined  to  the  uric  acid 
view. 


68.  COMPLICATIONS     FOLLOWING    AN    OPEEATION 
FOE  THE  EADICAL  CUEE  OF  A  COECOCELE. 

By  D'AECY  POWEE,  M.B. 

A  CHILD  with  a  large  artificial  anus  in  the  right  half  of 
the  scrotum  was  shown.  A  year  ago  the  child  was 
brought  to  the  hospital,  when  it  was  twelve  months  old, 
on  account  of  an  irreducible  hernia,  which  was  said  to 
increase  in  size  from  time  to  time.  Mr.  Power  made  the 
usual  incision,  and  found  that  the  hernia  consisted  of  two 
parts  :  (1)  a  reducible  portion  of  small  intestine  lying 
along  the  inner  portion  of  the  inguinal  ring ;  and  (2)  the 
vermiform  appendix  and  part  of  the  caecum  contained  in 
an  incomplete  sac,  and  so  firmly  attached  to  the  outer 
part  of  the  inguinal  canal  that  they  could  not  be 
separated.      The  small  intestine   was    returned,  the    ring 
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was  closed  so  far  as  was  possible,  and  the  child  made  a 
good  and  speedy  recovery.  A  month  later,  in  an  evil 
hour,  he  was  persuaded  to  make  a  further  attempt  to 
reduce  the  irreducible  portion,  but  the  child  proved  to  be 
in  no  condition  to  stand  a  prolonged  operation,  and  the 
operation  had  to  be  abandoned.  The  wound  became 
septic  on  the  eighth  day,  and  a  fgecal  fistula  followed, 
which  by  dint  of  the  most  devoted  nursing  has  settled 
down  into  the  present  artificial  anus. 

.       {Exhibited  May  the  17th,  1901.) 


59.  NOTES  UPON  THE  UEINE  OF  A  NEWLY  BOEN 

INFANT. 

By  GEOEOE  CAEPENTEE,  M.D. 

The  subject  of  these  notes  was  a  female  infant  under 
the  care  of  Dr.  Septimus  Sunderland.  The  mother  being 
unable  to  nurse  the  child,  it  was  ordered  humanised  milk. 
It,  however,  did  not  thrive,  and  suffered  from  dyspepsia. 
Owing  to  this  I  was  invited  to  see  the  infant  in  consulta- 
tion with  Dr.  Sunderland,  when  we  decided  to  place 
it  on  a  suitable  percentage  milk  mixture,  which  subse- 
quently had  to  be  discarded  for  a  wet-nurse. 

A  trace  of  albumen  was  found  in  the  infantas  urine 
when  I  first  examined  her.  An  intelligent  and  capable 
monthly  nurse  in  charge  of  the  child  said  that  it  had 
always  been  her  custom  to  hold  infants  over  the  pot  de 
chamhre  at  stated  intervals  (commencing  from  birth)  to 
invite  an  action,  and  that  she  would  experience  no  diffi- 
culty in  the  collection  of  the  urine. 

It  is  due  to  this  nurse's  endeavours  that  I  am  enabled 
to  record  the  following  observations  on  a  subject  which 
in  this  country  has  received  little,  if  any,  attention. 

Operations  were  commenced  on  April  4th  at  the  age  of 
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twenty-seven  days,  and  during  the  first  twenty-four  hours 
she  passed  IS{  fluid  ounces  of  urine.  For  the  ten 
following  days  the  smallest  quantity  evacuated  was 
17  oz.,  the  largest  22 i  oz.,  the  average  being  a  trifle 
over  19 i  oz.  for  the  twenty-four  hours. 

On  some  occasions  the  quantity  of  fluid  passed  was 
slightly  in  excess  of  that  taken,  viz.  20  oz. 

Holt,  who  has  tabulated  the  results  of  various  Con- 
tinental writers,  makes  the  quantity  from  5  to  13  oz. 
from  seven  days  to  two  months  of  age. 

The  infant  held  its  water  during  the  night,  usually 
about  seven  hours,  without  mishap.  The  shortest  period 
was  six  and  a  quarter  hours,  the  longest  seven  and  a  half 
hours.  The  smallest  quantity  passed  during  this  period 
was  i  oz.,  the  largest  3  oz.,  the  average  2  oz. 

During  the  day  urine  was  usually  passed  about  every 
hour  or  hour  and  a  half,  sometimes  less.  The  largest 
quantity  passed  at  any  one  time  was  4  oz.,  the  smallest 
^  oz.,  but  a  common  amount  was  from  1  oz.  to    IJ  and 


oz. 


It  was  a  pale  fluiil  of  slightly  acid  reaction  and  low 
specific  gravity,  the  highest  obtained  being  1005.  For 
the  most  part  it  was  1001  or  1002,  and  invariably  con- 
tained a  trace  of  albumen,  as  determined  by  the  ferro- 
cyanic  test  properly  applied. 

Holt,  from  the  writers  previously  mentioned,  places 
the  specific  gravity  from  the  tenth  day  to  the  sixth  month 
as  varying  between  1004  and  1010.  Based  on  these 
records  the  specific  gravity  of  my  infant's  urine  was 
exceptionally  low. 

Albuminuria  in  healthy  infants  during  the  first  days  of 
life  is  not  an  uncommon  occurrence.  Cruse  detected  it 
twenty-eight  times  in  ninety  observations,  and  his  results 
have  since  been  confirmed  by  Martin-Ruge  and  Pollack. 

Urea  was  present  in  trifling  quantity,  and  varied 
between  J  and  ^  of  a  grain  per  fluid  ounce.  On  one 
occa.sion  its  presence  could  be  identified,  but  it  was  too- 
small  an  amount  to  make  any  calculation. 

11 
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The  largest  quantity  passed  during  the  twenty-four 
hours  was  4^  gi's.,  the  smallest  2-i  grs.,  the  average  daily 
amount  being  34  grs.  This  was  estimated  by  the  hypo- 
bromite  method  in  Doremus's  ureometer,  the  solution 
being  freshly  prepared  at  each  separate  testing.  To 
ensure  against  error  several  tests  were  made  of  each 
specimen  of  urine.  The  average  daily  quantity  of  urea, 
according  to  Holt,  passed  by  infants  from  one  to  two 
months  of  age  varies  between  13-7  and  21*6  grs.  These 
figures  are  considerably  in  excess  of  what  I  found. 

Microscopically  the  urine  of  the  newly  born  is  said 
to  commonly  contain  hyaline  casts,  and  even  granular 
<5asts. 

Many  careful  microscopical  examinations  of  the  sedi- 
ments obtained  by  the  centrifuge  from  the  urine  were 
made,  but  yielded  negative  results. 

The  urine,  therefore,  of  this  infant  differs  from  that  of 
•other  infants  recorded  by  reason  of  the  large  quantity  of 
urine  passed,  its  low  specific  gravity,  the  absence  of  casts, 
and  the  small  amount  of  urea. 

At  the  time  these  observations  were  being  conducted 
the  infant  was  not  gaining  weight,  and  was  someAvhat 
dyspeptic.  There  was  no  evidence  of  organic  disease, 
and  nothing  to  suggest  that  it  had  '^  contracted  granular 
kidney.''  {Read  May  the  11th,  1901.) 

Discussion. 

Dr.  Sutherland  said  he  had  not  conducted  such  observations 
himself,  and  therefore  could  only  refer  to  what  was  stated  by 
the  authorities.  Was  the  child  breast-fed  or  bottle-fed  ?  Was 
Holt  correct  in  stating  that  bottle-fed  babies  took  more  fluid 
than  those  fed  from  the  breast  ?  Did  Dr.  Carpenter  consider 
that  the  child  was  quite  normal  in  every  other  respect  ?  It  was 
important  to  know  that  if  they  were  to  have  a  standard. 

Dr.  Cautley  sugs^ested  that  when  Dr.  Carpenter  published 
the  paper  he  should  state  the  methods  by  which  he  estimated  the 
urea,  and  also  the  methods  by  which  he  sought  for  hyaline  and 
granular  casts.  He  thought  it  difiicult  to  find  casts  in  those 
<;ases  unless  they  employed  the  centrifugal  method. 

Dr.  Robert  Hutchison  asked  whether  the  weight  of  the  baby 
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-v\-as  noted,  as  that  would  have  a  bearing  on  the  proportion  of  urea. 
He  generally  found  that  the  amount  of  urea  passed  by  babies 
was  under-estimated.  Some  years  ago,  when  at  the  Children's 
Hospital  in  Great  Ormond  Street,  Dr.  Still  and  others  made 
many  observations,  and  the  results  tended  to  come  out  higher 
than  those  made  by  Holt.  That  would  be  in  keeping  with  the 
present  ease,  but  he  thought  none  of  the  cases  were  as  young  as 
Dr.  Carpenter's.  It  was  important  to  guard  against  any  fallacy 
on  the  question  of  bottle-feeding. 

Dr.  George  Carpenter,  in  reply,  said  the  weight  of  the  baby 
was  not  taken.  The  case  occurred  in  private  practice,  and  it  was 
unfortunately  not  always  possible  to  obtain  what  one  wished 
outside  hospital  precincts.  It  was,  however,  a  small,  though 
apparently  perfectly  natural  baby.  The  quantity  of  urea  was 
so  ridiculously  small  that  he  made  several  observations.  Holt 
did  not  say  whether  the  children  were  breast-fed,  and  his 
averages  were  obtained  by  combining  the  observations  of  various 
foreign  observers.  He  (Dr.  Carpenter)  had  quoted  averages. 
The  present  baby  was  bottle-fed,  and  took  twenty  ounces  of  fluid 
in  the  twenty -four  hours.  In  reply  to  Dr.  Cautley's  question 
as  to  casts,  he  made  many  microscopical  examinations  of  the 
urine  and  centrifuged  it  on  each  occasion,  but  with  no  result. 
The  urea  was  estimated  by  Doremus's  ureometer  and  the  hypo- 
bromite  method,  but  the  quantity  was  always  quite  small ;  once 
there  was  only  a  tiny  bubble  in  the  tube.  The  solution  was 
freshly  made  for  each  testing,  and  he  did  not  think  there  was 
any  chemical  error.  He  had  been  able  to  obtain  the  results  he 
had  narrated  through  the  intelligent  perseverance  of  the  nurse. 


60.  LIST    OF    CASES    ON    EXHIBITION    AT    THE 

>rEDICAL  INSTITUTION,  HOPE   STREET 

LIVERPOOL. 

Mr.  Robert  Jones  (Liverpool)  demonstrated  cases  of 
tendon  transplantation,  arthrodesis,  vaj*ious  conge^hital 
malformations,  and  operations  for  rectification  of  deformi- 
ties arising  from  spastic  paraplegia  and  anterior  polio- 
myelitis. 

Dr.  John  Logan  (Liverpool)  [introduced]  exhibited  two 
cases.      One  was  a  well-marked  case  of  sporadic  cretinism. 
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The  other  was  that  of  a  child  in  which  there  was  com- 
plete absence  of  the  five  lower  ribs  on  the  right  side, 
together  with  a  rudimentary  cqndition  of  the  seventh 
rib. 

Dr.  Charles  Macalister  (Liverpool)  exhibited  a  case  of 
bronchiectasis,  one  of  chronic  nephritis,  one  of  cerebellar 
tumour,  a  case  of  paralysis  of  the  front  muscles  of  the 
leg  following  a  chorea -like  attack,  and  two  cases  which 
had  recovered  from  early  endocarditis.  Dr.  Macalister 
also  demonstrated  macroscopic  and  microscopic  specimens 
of  cirrhosis  of  the  liver,  illustrating  his  communication  on 
"  two  cases  of  cirrhosis  of  the  liver.^^ 

Mr.  Keith  Monsarrat  (Liverpool)  showed  a  case  of 
sarcoma  of  the  lower  jaw,  a  case  of  pes  cavus,  and  one  of 
anchylosis  of  the  shoulder,  following  loss  of  function. 

Mr.  Thelwall  Thomas  (Liverpool)  [introduced]  showed 
a  case  of  spina  bifida  cured  by  operation.  Three  years 
previously  the  sacral  canal  was  opened  from  end  to  end. 
The  stump  and  dura  mater  were  tightly  sutured,  and 
flaps  of  gluteal  fascia  folded  over.  There  had  been  no 
recurrence,  and  there  was  a  firm  scar  over  the  area 
operated  upon. 

Dr.  Lloyd  Roberts  (Manchester)  showed  a  child  who 
had  been  brought  up  as  a  girl,  but  was  in  reality  a  boy 
with  complete  hypospadias. 

Dr.  James  Barr  (Liverpool)  exhibited  a  case  of  con- 
genital heart  disease  in  a  boy  aged  12  years,  with  the 
diagnosis  of  mitral  and  tricuspid  stenosis  and  patent 
foramen  ovale.  Also  in  a  boy  of  13  years,  extensive 
pericardial  adhesions,  mitral  stenosis,  aortic  incompetency,, 
functional  incompetency  of  the  pulmonic  and  tricuspid 
valves  owing  to  dilatation  of  their  orifices,  and  a  large 
nutmeg  liver. 

Dr.  5topford  Taylor  (Liverpool)  [introduced]  showed 
two  sisters,  aged  9  years  and  1 1  years,  suffering  from 
keratosis  follicularis  contagiosa. 

Dr.  Nathan  Raw  (Liverpool)  [introduced]  showed  six 
cases  of  mental  deficiency  in  children  : 
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1.  A  microcephalic  idiot  showing  automatic  move- 
ments, such  as  striking  the  forehead  \vit\\  the  pahns  of 
the  hands. 

2.  A  child  aged  8  years,  with  fair  mental  development, 
but  suffering  from  congenital  double  facial  paralysis. 

3.  A  girl  aged  12  years,  with  congenital  spastic 
paraplegia. 

4.  An  idiot  boy  with  constant  champing  of  the  jaws. 

5.  A  \4cious  boy,  always  in  mischief;  and 

6.  Mental  deficiency  following  an  attack  of  tuberculous 
menino^itis. 

Mr.  George  P.  Newbolt  (Liverpool)  [introduced]  showed 
^ve  cases : 

1.  A  case  of  webbed  fingers,  arising  from  an  extensive 
.scald,  in  which  a  plastic  operation  had  been  done. 

2,  A  case  of  osteotomy  through  the  neck  of  the  femur, 
performed  for  the  correction  of  flexion  and  adduction 
deformity  following  old  hip  disease. 

8.  A  case  of  double  hip  disease  in  a  boy  aged  7  years, 
to  demonstrate  the  method  of  progression  when  both  hips 
are  ankylosed. 

4.  A  case  of  double  symmetrical  tuberculous  dactylitis 
affecting  the  first  metatarsal  bones,  in  which  a  gouging 
operation  had  been  performed. 

5.  A  case  of  deformity  arising  from  unequal  length  of 
the  lower  extremities.  An  inch  and  three  quarters  had 
been  resected  from  the  elongated  femur,  the  ends  of  the 
bone  wired  together.  As  a  result,  the  deformity  had 
been  corrected  and  the  child  was  perfectly  straight. 

From  3.30  to  5  p.m.,  prior  to  the  formal  openimj  of  proceedings 
of  the  Provincial  Meeting  on  June  the  29th,  1901. 
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61.  A   CASE   OF   SO-CALLED   FCETAL   EICKETS. 
By  HENEY  ASHBY,  M.D. 

There  can  be  very  little  doubt  that  in  past  times  many 
of  the  cases  reported  as  "  foetal "  or  "  intra-uterine 
rickets  '^  had  pathologically  very  little  in  common  with 
true  rickets.  Any  infant  born  with  stunted  and  deformed 
limbs  readily  passed  muster  as  being  rickety. 

At  least  one  condition^  viz.  achondroplasia  or  chondro- 
dystrophia  foetalis,  has  been  clearly  differentiated  and 
classed  apart  from  rickets.  Stoeltzner"^  has  recently 
described  a  case  of  ^'  foetal  myxoedema/^  which  had  bent 
and  stunted  bones ;  but  his  description  of  the  case  suggests 
an  atypical  case  of  achondroplasia  rather  than  myxoedema. 

The  cases  which  undoubtedly  have  the  closest  resem- 
blance to  infantile  rickets  are  those  in  which  intra-uterine 
fractures  occur^  or  the  fractures  take  place  shortly  after 
birth  ;  in  some  of  these  the  epiphyses  are  enlarged  and 
the  bones  bent.  Combyt  quotes  Chaussin  as  having 
reported  a  case  of  a  foetus  in  which  there  were  forty- 
three  fractures. 

The  following  case  may  be  taken  as  a  fair  sample  of 
this  class.  The  mother  was  a  woman  of  forty-six  years 
of  age ;  the  infant  was  her  fourteenth^  born  at  full  time  ; 
her  other  children  had  been  strong  and  healthy.  The 
mother  had  suffered  a  good  deal  from  ill-health  during  her 
pregnancy.  There  was  no  history  and  no  sign  of  syphilis. 
The  infant  was  well  nourished  when  born  ;  during  the 
first  fortnight  it  sustained  five  fractures,  evidently  from 
traumatism,  which  was  insignificant.  The  fractures  in- 
volved the  right  humerus  and  radius,  and  the  left  humerus, 
ulna,  and  femur.      When    examined  at  tw^o  weeks  of  age 

*  Stoeltzuer,    W.,   "Fotales    Myxodem    und    Chondrodystrophia    fcetalis 
hyperplastica,"  '  Jahrbuch  fiir  Kinderheilkunde,'  1899,  Hefte  1  u.  2. 
t  J.  Comby,  'Traite  du  Rachitisme,'  deuxieme  edition,  p.  251. 
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there  was  marked  tliinning  of  the  parietal  and  occipital 
bones,  especially  the  latter  (craniotabes)  ;  the  ribs  were 
clearly  less  rigid  than  in  a  normal  infant,  as  they  bent 
inwards  during  inspiration,  and  the  broad  vertical  grooves 
so  common  in  rickets  were  present  on  each  side  of  the 
sternum.  The  ribs  were  slightly  beaded,  but  there  was 
no  enlargement  of  the  epiphyses  of  the  long  bones.  The 
infant  was  fed  on  cow's  milk,  and  the  fractures  quickly 
mended  under  Mr.  J.  Collier's  care ;  but  when  the 
infant  was  being  examined  at  six  weeks  of  age  the  right 
femur  fractured.  This  necessitated  a  still  longer  rest  on 
its  back  in  its  cot,  and  while  it  appeared  to  gain  flesh 
and  to  readily  repair  the  damage  to  its  bones,  the  softened 
occipital  bone  flattened  in  remarkably  from  pressure  of 
the  back  of  the  head  on  its  pillow.  It  went  out  of  hos- 
pital by  the  desire  of  its  friends,  and  was  not  seen  again 
till  it  was  nine  months  of  age.  At  this  time  it  was  well 
nourished,  bright,  intelligent,  and  had  cut  two  teeth ; 
there  was  no  deformity  of  the  chest  walls,  no  beading  of 
the  ribs,  and  the  occipital  bone  had  rounded  out  again,  so 
that  there  was  no  noticeable  deformit}'. 

Very  similar  cases  to  the  above  may  be  found  in  recent 
literature,  among  the  most  recent  being  Mason's"^  and 
To\vnsend'st  cases.  In  most  of  these  cases  there  is  a  history 
of  privation  or  of  illness  during  the  pregnancy,  and  the 
chief  sign,  common  to  all,  is  an  imperfect  calcification  of 
the  bones.  They  readily  undergo  "  greenstick  "  fractures, 
or  bend  as  in  the  case  of  the  ribs  on  account  of  want  of 
normal  rigidity.  The  bones  of.  the  skull  are  in  a  similar 
condition,  there  is  an  imperfect  or  backward  condition  of 
ossification.  In  my  own  case  there  was  slight  beading  of 
the  ribs,  but  this  slight  beading  may  be  seen  in  many 
newly  born  infants,  and  it  is  doubtful  if  it  can  be  looked 
upon  as  pathological.  Ossification  of  the  ribs  is  proceed- 
ing with  all  haste  in  many  infants  at  least,  during  the 
last  month  or  so  of  intra-uterine  life,  in  order  to  prepare 

♦  Mason,  *  Arch.  PcdiutricM,'  xi,  p.  670,  1H94. 

t  Townsend,  C.  W.,  •  Ardi.  Pediatrics,'  xi,  761,  1894. 
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for  the   satisfactory  performance    of    tlie   respiratory  act 
after  birth. 

What  is  the  nature  of  these  cases  ?  They  can  hardly 
be  classed  with  osteo-raalacia,  as  in  this  disease  the 
patient  goes  from  bad  to  worse;  and  though  a  case  of  so- 
called  osteo-malacia  foetale  has  been  reported,  it  seems  a 
very  doubtful  one.  Osteo-malacia  seems  sometimes  to 
occur  in  later  childhood.  Neither  can  these  cases  be 
classed  with  fragilitas  ossium,  for  in  this  disease  there  is 
simply  a  fragility  or  brittleness  with  no  bending,  and  the 
.subsequent  history  of  my  case"  is  unlike  the  history  one 
would  expect  in  a  case  of  fragilitas.  There  is  no  evidence 
to  connect  them  with  syphilis ;  the  latter  produces  an 
osteochondritis  or  epiphysitis,  but  not  as  far  as  I  am  aware 
a  softening  or  fragility  of  bone. 

In  these  cases  of  so-called  foetal  rickets  there  seems  to 
be  a  close  connection  between  the  health  of  the  mother 
during  pregnancy  and  the  condition  of  the  foetus  at  birth. 
In  many  of  the  cases  reported  the  mother  has  suffered 
from  privation,  she  has  been  badly  fed,  or  there  is  a  history 
of  an  illness.  In  connection  wdth  this  last  it  is  interest- 
ing to  note  that  Charrin  and  Gley  ^  claim  to  have  produced 
congenital  rickets  in  a  rabbit  by  injecting  the  parents 
with  the  toxines  of  diphtheria  and  "blue  pus.^^ 

It  is  clear  in  these  cases  there  has  been  an  interference 
with  the  formation  of  true  bone  during  foetal  life,  but  there 
has  been  no  general  condition  of  malnutrition,  as  the 
infants  are  often  at  least  well  nourished. 

Are  they  cases  of  true  rickets,  such  as  is  seen  in  an 
infant  of  six  or  nine  months,  only  modified  by  place  and 
circumstance  ?  Or  are  they  examples  of  the  "  pseudo- 
rickets  "  or  "  osteoporosis ''  produced  by  feeding  young 
animals  on  improper  food  with  a  shortage  of  lime  salts  ? 
Thus   Stoeltznert  fed  a  puppy  on  horseflesh,   bacon,   and 

*  Charrin  and  Gley,  *Corapt.-rend.  Soc.  de  Biol.,'  iii,  220, 1896  (quoted  by 
J.  W.  Ballantyne). 

t  Stoeltzner,  W.,  '  Beitrage  zur  Pathologie  des  Knochenwaclistliums,' 
p.  18. 
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distilled  water,  with  the  result  that  while  the  aniinjil  grew 
and  increased  in  weight,  the  bones  bent  and  the  epiphyses 
enlarged.  At  first  sight  the  changes  in  the  bones  closely 
resembled  those  seen  in  typical  cases  of  rickets.  There 
was  a  high  degree  of  sponginess  or  porousness.  A  care- 
ful microscopical  examination  of  stained  preparations 
showed  a  marked  difference  between  this  osteoporosis  and 
true  rickets.  Speaking  generally,  in  rickets  there  is  a  very 
extensive  preparation  for  ossification,  a  rich  formation  of 
osteoid  tissue,  which  with  no  scarcity  of  lime  salts  remains 
uncalcified  ;  while  in  osteoporosis  but  slight  ])reparation 
for  ossification  takes  place, — less  indeed  than  normal;  and, 
in  spite  of  a  scarcity  of  lime  salts,  the  osteoid  tissue  is 
calcified.  In  osteoporosis,  in  opposition  to  rickets,  there 
is  calcification  of  the  cartilage  matrix. 

It  seems  to  me  that  these  cases  of  so-called  fcL'tal 
rickets  resemble  osteoporosis  rather  than  true  rickets,  but 
careful  examination  of  the  bones  pathologically  by  com- 
petent observers  and  by  modern  methods  is  wanted  before 
the  question  can  be  finally  settled. 

(Read  June  the  29th,   1901.) 


62.  TUBERCULOSIS  OF  THE  CHOROID. 
By  GEORGE  CARPENTER,  M.D., 

AND 

SYDNEY  STEPHENSON,  CM. 

Every  practical  physician  is  aware  that  tubercle  mny 
now  and  then  be  found  in  the  choroid  of  patients  suffer- 
ing from  acute  miliary  tuberculosis.  The  diagnostic 
importance  of  these  small  bodies  has  been  touched  upon 
by  all  systematic  writers.  There  is,  however,  no  general 
agreement  either  a.s  to  the  ophthalmoscopic  forms  which 
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they  may  assume  or  as  to  the  precise  conditions  under 
wliich  they  may  occur.  These  omissions  are  doubtless 
due,  first,  to  the  technical  difficulties  attending  an  oph- 
tlialmoscopic  examination  of  a  young  child  with  such  a 
serious  disorder  as  tuberculous  meningitis  j  and  secondly, 
to  the  fact  that  a  single  observer,  be  he  physician  or  be 
he  ophthalmic  surgeon,  is  scarcely  likely  to  come  across 
many  cases  of  choroidal  tubercle.  It  is  our  present 
intention  to  record  our  personal  experience  of  tubercle  of 
the  choroid,  and  in  doing  so  we  shall  purposely  limit  our 
remarks  to  what  we  have  ourselves  observed. 

The  following  observations  are  based  upon  the  study  of 
forty-nine  cases  of  tubercle  of  the  choroid.  They  may  be 
grouped  as  they  were  met  with  clinically  in  (1)  acute 
miliary  tuberculosis  and  tuberculous  meningitis ;  (2) 
chronic  tuberculosis,  medical  and  surgical ;  and  (3)  obso- 
lescent tuberculosis. 


(1)    Acute  Miliaey  Tuberculosis  and  Tuberculous 
Meningitis. 

Out  of  forty-two  "^  unselected  cases  of  these  diseases 
wliich  we  examined  with  the  ophthalmoscope  we  found 
twenty-one  with  tubercles  of  the  choroid,  or  exactly  50 
per  cent.  In  thirteen  of  these  cases  tubercle  was  recog- 
nised in  one  eye  only,  and  in  both  eyes  in  the  remaining 
eight  cases.  This  gives  a  total  of  twenty-nine  eyes 
(thirteen  single  and  eight  bilateral)  in  which  the  changes 
of  tuberculosis  were  detected.  In  eighteen  of  the  eyes 
the  lesion  was  solitary  in  the  sense  that  it  consisted  of  a 
single  tuberculous  deposit.  In  the  rem.aining  eleven  eyes 
the  number  of  separate  lesions  ranged  from  as  few  as  two 
to  as  many  as  twelve  ;  but   we   desire    to   emphasise  the 

*  Of  thirty-six  cases  of  general  tuberculosis,  all  except  six  of  wliich  were 
verified  by  necropsy,  twenty-six  had  head  symptoms.  There  were  six  cases 
of  tuberculous  meningitis,  four  of  which  were  verified  at  the  post-mortem 
examination.  Of  the  total  number  of  cases  (forty-two)  sixteen  developed 
optic  papillitis. 


DESCRIPTION  OF  PLATE  VII. 

Illustrating  Dr.  George  Carpenter  and  Mr.  Sydney  Stephen- 
son's paper  on  Tuberculosis  of  the  Choroid. 


Fig.  1. — Jane  R — ,  aged  3  years,  seen  in  1889  with  tuberculous 
meningitis  and  died  the  same  day.  General  miliary  tuberculosis 
was  found  at  the  autopsy.  The  choroidal  tubercle  was  caseating  in 
the  centre ;  tubercle  bacilli  were  demonstrated  in  it.  R.  eye. 
(See  page  171.) 

Fig.  2. — Fred.  P — ,  aged  2  years,  seen  March,  1896.  L.  eye. 
Cerebral  symptoms ;  spleen  enlarged.  Temp.  103°  F.  Small  fawn- 
coloured  tubercle  seen  in  the  right  eye  near  the  optic  papilla. 
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Fkx.   1.       Tubercle  of  Choroid. 


I'lo.  2  .      Tubercles  of  Choroid. 

A.  W.  Head,  del.  Bale  &  Daniehson,  IM.,  Chromo  lAth. 
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fact  that  the  common  number  was  merely  two  or  three. 
The  tubercles  usually  took  the  form  of  round,  oval,  or 
reniform  areas,  of  a  fawn,  grey,  or  paper-white  colour. 
Their  edges,  which  are  perhaps  best  described  as  "  moth- 
eaten  ''  in  appearance,  were  generally  marked  by  a 
narrow  zone  of  darker  colour,  due  (as  our  microscopical 
specimens  show)  to  local  aggregation  and  proliferation  of 
the  retinal  pigmented  epithelium.  The  amount  of  pig- 
mentation appeared  to  bear  some  relationship  to  the  size 
of  the  tubercles,  since  it  was  generally  absent  from  the 
smaller  nodules,  so  that  the  latter  could  not  well  be  dis- 
tinguished by  their  ophthalmoscopic  characters  from  any 
other  choroidal  exudation,  such  as  may  be  met  with  in 
syphilis,  acquired  or  inherited.  Flecks,  dots,  or  rings  of 
pigment,  doubtless  of  retinal  origin,  were  occasionally  to 
be  seen  upon  the  surface  of  the  nodule  itself.  One  of  the 
tubercles  was  bounded  by  a  pigmented  ring  with  a  halo 
outside  it  of  scattered  granules  of  dark  pigment  on  a  grey 
ground.  It  is  important  to  note,  however,  that  the  tuber- 
culous nodules  were  never  framed,  as  it  were,  by  a  thick 
border  of  pigment,  such  as  is  commonly  present  in  the 
lesions  of  an  ordinary  disseminated  choroiditis  from 
syphilis.  In  one  case  we  found  a  pink  streak  running  in 
the  long  axis  of  the  tubercle,  and  in  another  a  spot  of 
similar  colour  in  the  centre  of  the  little  mass.  These  we 
take  to  be  dilated  choroidal  Aessels,  such  as  we  have 
found  (stuffed  with  red  corpuscles)  to  be  present  in  some 
of  our  microscopical  specimens.  In  three  cases  the 
tubercle  assumed  the  rather  unusual  form  of  a  small,  oval, 
granular,  pigmented  mass  situated  near  the  optic  disc. 
In  one  instance  a  paper-white  tubercle  was  surrounded  by 
a  ])ale  red  ring,  presumably  due  to  congestion  of  the 
neighbouring  choroid  (Fig.  1).  'I'he  centre  of  some  of  tlie 
tubercles  was  marked  by  a  tiny  white,  shimmering  dor,  diffi- 
cult to  describe  exactly  in  words.  The  retinal  vessels  when 
in  immediate  relationship  to  the  tubercle  (as  they  often 
were)  passed  over  tlie  nodule  without  loss  of  definition,  as 
would  be  exi)ected  from  the  i)Osition  of  the  lesion — namely. 
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in  tlie  ])aveiichyma  of  the  choroid  coat  (Figs.  2  and  3).  Jn 
one  case  only  was  the  slightest  alteration  noted  in  the  neigh- 
bouring retinal  vessels^  which  piesented  an  ill-defined 
muddy  appearance,  possibly  due  to  localised  oedema  of  the 
retina.  In  eyes  Avhere  the  choroidal  vessels  were  unusually 
distinct  these  were  seen  to  terminate  abruptly  at  the  edge 
of  the  tuberculous  lesion.  Judging  by  the  position  of  the 
retinal  vessels,  the  tubercles  were  seldom  much  raised 
above  the  level  of  the  retina.  With  regard  to  the  size, 
the  tubercles  ranged  from  a  fraction  of  a  millimetre  to 
three  millimetres  in  diameter,  and  it  was  exceptional  for 
them  to  equal  the  optic  disc  in  magnitude.  Practically 
speaking,  they  were  found  only  in  the  immediate  vicinity 
of  the  optic  disc  and  the  macula  lutea, — that  is  to  say,  in 
the  so-called  '^  central  region  ^'  of  the  fundus  oculi. 
With  one  exception  a  peripheral  distribution  was  noted  only 
in  cases  where  the  tubercles  were  numerous.  In  a  few, 
instances  the  nodules  lay  exactly  at  the  macula  lutea. 
Thus,  a  small  but  definite  tubercle  was  found  in  that 
position  in  one  eye  of  a  child  aged  five  years,  whose 
second  eye  showed  several  small  growths  disseminated 
through  the  choroid.  The  patient  died  from  acute  miliary 
tuberculosis  ten  days  after  the  discovery  of  the  choroidal 
lesion,  and  the  nature  of  the  ocular  growth  was  confirmed 
both  pathologically  and  bacteriologically.  Jn  another 
child,  aged  five  years,  a  tubercle  was  found  at  each 
macula  lutea.  A  third  case  was  so  unusual  as  to  merit  a 
few  words  of  separate  mention.  A  rickety  boy,  aged  two 
years  and  five  months,  suffered  from  whooping-cough, 
bronchitis,  and  an  enlarged  spleen  (Fig.  4).  In  the  macula 
lutea  of  the  left  eye  was  a  raised  quadranguliar  mass  about 
eight  times  the  size  of  the  optic  disc,  of  a  dirty  grey 
colour  and  with  an  ill-defined  margin.  The  retinal  pig- 
ment was  distributed  irregularly  over  its  surface.  Those 
retinal  vessels  w;hicli  crossed  the  area  were  blurred,  owing, 
we  presume,  to  oedema  of  the  retina,  which  had  been 
detached  by  the  underlying  tubercle.  The  child  suc- 
cumbed to   general  tuberculosis  six   weeks  after  the  eyes 
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Illustrating  Dr.  George  Carpenter  and  Mr.  Sydney  Stephen- 
son's paper  on  Tuberculosis  of  the  Choroid. 


Fig.  3. — E.  S — ,  a  male  aged  6^  years,  seen  June,  1889.  Appa- 
rently suffering  from  general  tuberculosis;  spleen  enlarged.  Died 
subsequently  under  the  care  of  Dr.  Archer  Wood  with  lung  sym- 
ptoms. R.  eye.  Two  fawn-coloured  tubercles  were  detected  in  the 
left  eye. 

Fig.  4. — George  G — ,  aged  2y\  years,  seen  January  23rd,  1890. 
He  was  rickety,  and  had  been  recently  suffering  from  bronchitis 
and  whooping-cough,  and  his  spleen  was  enlarged.  Died  March  7th, 
1890.  Tuberculous  meningitis  and  general  miliary  tuberculosis 
were  found  at  the  autopsy,  and  a  large  grey  miliary  tubercle  at  the 
yellow-spot  region  of  the  left  eye.     (See  page  172.) 
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Fig.   3  .       Tubercles  of  Choroid. 


Fig  .  4 .       Tubercle  of  Choroid. 
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Avere  examined,  and  at  the  necropsy  a  large  gre}'  tubercle 
was  found  at  the  macula  lutea. 

There  is  an  impression  that  tubercles  of  the  choroid, 
visible  with  the  ophtlialmoscope,  may  appear  in  the  course 
of  a  few  days  or  hours.  The  only  evidence  which  we 
possess  on  this  point  was  furnished  by  a  child,  aged  five 
years,  with  coarctation  of  the  aorta,  whose  fundus  oculi 
was  examined  ^^4th  negative  results  on  June  the  10th,  189-). 
Nine  days  later,  however,  a  further  investigation  revealed 
the  presence  of  three  small  tubercles  near  the  optic  disc 
of  the  right  eye.  A  statement  which  apparently  rests  on 
the  authority  of  Cohnheim  has  been  made  that  choroidal 
changes  are  commoner  in  tubercle  without  than  with 
meningitis.  Our  present  figures  lend  no  support  to  this 
generalisation,  as  maj'  be  seen  on  referring  to  the  foot-note 
on  page  170.  Is  tubercle  of  the  choroid  a  late  symptom  ? 
We  find  that  the  period  elapsing  between  discovery  of  the 
ocular  changes  and  death  ranged  in  fourteen  fatal  cases 
from  one  to  forty-three  days.  We  conclude,  therefore,  that 
it  is  not  necessarily  a  late  symptom  of  general  tuberculosis. 
The  following  case,  indeed,  shows  that  clioroidal  tubercle 
may  be  an  early  sign.  A  boy  aged  three  years,  with 
cervical  caries,  was  examined  on  April  the  24th,  1890,  and 
was  found  to  have  a  solitary  tubercle  near  the  yellow  spot 
of  the  right  eye  He  developed  whooping-cough  in  the 
early  part  of  1891,  and  died  from  general  tuberculosis  (con- 
firmed post  mortem)  at  the  end  of  April  in  the  same  year. 

From  the  foregoing  remarks  it  will  be  obvious  that  in 
acute  miliary  tuberculosis  and  tuberculous  meningitis 
choroidal  tubercle  may  assume  several  different  forms. 
It  is  important  to  remember  that  in  a  majority  of  the  cases 
the  lesion  in  the  choroid  is  small,  single,  and  limited  to 
one  eye.  This  emphasises  the  somewhat  obvious  fact  that 
both  eyes  must,  as  a  matter  of  routine,  be  examined 
before  the  absence  of  choroidal  tubercle  can  be  affirmed.'*^ 

*  We  may  add  that,  iu  our  experience,  the  best  way  is — first,  to  scrutinise 
the  fundus  oculi  by  the  indirect  method  for  the  purpose  of  discovering  the 
lesions,  and  then,  having  found  them,  to  work  out  their  exact  details  by  the 
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Our  figures  prove  that  choroidal  changes  are  frequently 
present  in  acute  tuberculosis.  Indeed,  in  our  opinion 
they  form  perhaps  the  most  trustworthy  sign  of  that 
disorder,  the  diagnosis  of  which,  as  we  all  recognise,  is 
often  most  obscure.  Attention  is  soraetiaies  drawn  to  a 
discrepancy  between  the  alleged  infrequency  of  the 
ophthalmoscopic  discoveries  on  the  one  hand,  and  the 
frequency  of  the  pathological  findings  on  the  other. 
Admitting  the  truth  of  this  view,  which,  in  the  lig-ht  of 
our  present  figures,  we  do  with  some  little  hesitation, 
there  are  several  points  to  be  borne  in  mind.  Tubercle, 
although  present,  may  lie  in  the  anterior  portions  of  the 
choroid  coat  beyond  the  range  of  the  ophthalmoscope,  as 
we  have  ourselves  found.  If  the  nodule  is  not  large 
enough  to  cause  disturbance  of  the  overlying  retinal 
pigmented  epithelium,  it  can  scarcely  be  visible  with  the 
ophthalmoscope,  although  it  may  be  found  on  post-mortem 
inspection  when  the  retina  is  removed.  It  seems  likely 
that  the  rapid  appearance  of  fresh  tubercles  mentioned 
by  many  writers  is  to  be  explained  by  an  acute  disintegra- 
tion of  the  pigmented  epithelium  rather  than  by  a 
presumed  unusually  sudden  appearance  and  rapid  growth 
of  the  nodules  themselves.  Then  there  remains,  last  but 
not  least,  the  personal  factor,  which  is  certainly  not  with- 
out influence  when  it  comes  to  examining  the  eyes  of  a 
young  and  troublesome  child  with  the  ophthalmoscope. 
In  short,  we  repeat  that  careful  ophthalmoscopic  examina- 
tion will  show  tubercle  of  the  choroid  to  be  quite  common 
in  acute  miliary  tuberculosis,  since  it  was  present  in  50 
per  cent,  of  our  cases. 

(2)    Chronic  Tuberculosis,   Medical  and  Surgical. 

We  have  examined  with  the  ophthalmoscope  119  cases 
of  chronic  tuberculosis  in  children  whose  ages  ranged  from 
eight  months  to  sixteen  years.      They  suffered  from  such 

direct  method.  A  pupil  dilated  with  euphthalmine  or  some  other  mydriatic 
ngent  is  almost  indispensable  for  the  average  observer,  and  a  great  help  even 
to  !in  expert. 
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DESCRIPTION  OF  PLATE  IX. 

Illustrating  Dr.  George  Carpenter  and  Mr.  Sydnry  Stephen- 
son's paper  on  Tuberculosis  of  the  Choroid. 

Fig.  5. — Alfred  W — ,  aged  4  years,  seen  October  17th,  1898.  Sought 
advice  for  difficulty  of  walking  and  for  weakness  of  the  right  side. 
Optic  atrophy  and  a  choroidal  tubercle  as  seen  in  Fig.  5  were  found. 
Subsequently  he  developed  convulsions  and  died.  A  tuberculous 
cerebral  tumour  was  found  in  the  upper  two  left  frontal  convolu- 
tions.    (See  page  176.) 

Fig.  6. — Addy  B — ,  aged  23  years,  seen  1901.  Obsolescent 
tubercle  of  the  choroid.    (For  notes  of  her  case  see  pages  177,  178.) 
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Fig.   5  .     Tubercle  of  Choroid. 
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Fig.   6 

A.  W.  Head,  del. 


Obsolescent  Tubercle  of  Choroid. 
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various  affections  as  tuberculous  joints,  chronic  tuberculous 
adenitis,  spinal  caries,  chronic  tuberculous  cerebral  tumour 
(two  cases),  and  lupus.  Amongst  them  we  found 
choroidal  changes  in  no  fewer  than  eleven,  or  9*24  per 
cent.,  of  which  three  were  verified  post  mortem.  The 
choroidal  lesions  fell  into  four  groups — viz.  (i)  the 
solitary,  (ii)  the  multiple,  (iii)  the  disseminated,  and  (iv) 
the  diffused.  As  the  solitary  and  the  multiple  closely 
resemble  those  already  described  in  acute  tuberculosis 
they  need  not  be  further  particularised.  The  case  of 
disseminated  tubercle  of  the  choroid  occurred  in  a  stunted 
lad,  aged  twelve  years,  with  extensive  scrofulodermia  and 
chronically  enlarged  cervical  glands.  He  showed  abso- 
lutely no  signs  of  hereditary  syphilis.  Both  eyes  presented 
a  condition  indistinguishable  from  choroiditis  disseminata 
syphilitica.  The  evidence,  however,  pointed  clearly  in 
the  direction  of  a  tuberculous  and  not  a  specific  origin 
for  the  choroidal  mischief.  The  case  of  diffused  tubercle 
was  in  some  respects  even  more  remarkable.  A  boy, 
aged  six  years  and  seven  months,  came  under  our  notice 
on  April  the  2 1st,  190  J .  His  right  eye  had  been  ''  blind  '' 
for  about  eighteen  months,  and  he  had  suffered  from  tuber- 
culous arthritis  for  about  eight  months.  There  was  no 
family  history  of  phthisis,  but  a  lodger  with  that  disease  had 
lived  in  his  parents^  house  before  the  onset  of  the  eye 
trouble.  We  found  the  lad  suffering  from  tuberculous 
arthritis  of  the  right  knee  and  slight  chronic  enlargement 
of  the  cervical  glands.  There  was  no  evidence  whatever 
of  syphilis.  The  fundus  of  the  right  eye  manifested 
extensive  changes  (Fig.  8).  There  were  visible  large  areas 
of  detached  retina,  probably  caused  by  gross  masses  of 
tubercle  in  the  choroid.  Glistening  white  smaller  patches 
(which  resembled  roughly  those  of  albuminuric  retinitis) 
possibly  represented  tubercle  of  the  deeper  layers  of  the 
retina.  In  rare  cases  diffused  tubercle  may  assume  even 
greater  dimensions.  A  youth,  aged  sixteen  years,  gave  a 
family  history  of  phthisis  on  his  mother's  side.  He  him- 
self suffered  from  a  cough  and  presented  signs  of  tubercle 
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at  one  apex.  His  right  eye  was  blind  and  painful.  The 
cornea  was  diffusely  hazy.  The  tension  of  the  globe  was 
raised.  No  reflex  could  be  obtained  from  the  fundus. 
The  eye  was  excised  as  probably  containing  a  tumour 
of  tuberculous  nature.  Upon  examination  the  vitreous 
chamber  was  found  to  be  filled  with  a  greyish  solid  exuda- 
tion, with  a  lenticular- shaped  ha3morrhage  at  one  part. 
Microscopically  the  exudation  was  found  to  consist  of 
caseous  material  staining  very  imperfectly.  Bacilli  were 
not  looked  for.  Such  a  case  as  this  in  a  child  under 
three  years  of  age  would  be  difficult  or  impossible  to 
distinguish  from  glioma  of  the  retina. 

Finally,  we  quote  one  case  to  show  the  diagnostic 
value  which  may  attach  to  the  discovery  of  these  choroidal 
changes.  A  boy,  aged  four  years,  was  brought  to  the 
hospital  with  paresis  of  his  right  side,  and  especially  of  his 
right  leg.  There  was  double  optic  atrophy,  and  in  one  eye 
a  small  paper-white  tubercle  was  found  close  to  the  optic 
disc  (Fig.  5).  The  provisional  diagnosis  of  a  tuberculous 
cerebral  tumour  was  made.  The  child  soon  afterwards 
developed  Jacksonian  epileptiform  convulsions,  became 
comatose,  and  died  from  exhaustion.  A  large  tuberculous 
tumour  was  found  to  occupy  the  upper  two  frontal  con- 
volutions on  the  left  side  of  the  brain,  and  to  press  upon 
the  ascending  frontal  convolution.  We  venture  to  think 
that  a  positive  diagnosis  could  not  have  been  reached  in 
this  case  had  a  choroidal  tubercle  not  been  discovered. 


(3)    Obsolescent  Tubercle. 

In  examining  eyes  systematically  one  sometimes  comes 
across  unsuspected  changes  of  a  coarse  character  which 
are  far  more  likely  to  be  due  to  quiescent  tubercle  than  to 
anything  else.  In  the  absence  of  a  pathological  examina- 
tion it  is,  of  course,  impossible  to  be  dogmatic  on  the 
point,  but  the  family  history  and  the  physical  examination 
of  the  cases  render  such  an  explanation  something  more 
than  merely  probable.      We  have    notes  of   sixteen  such 


DESCRIPTION  OF  PLATE  X. 

Illustrating  Dr.  George  Carpenter  and  Mr.  Sydney  Stephen- 
son's paper  on  Tuberculosis  of  the  Choroid. 

Fig.  7. — A.  P — ,  a  female  aged  51  years,  seen  in  1901.  Obso- 
lescent tubercle  of  the  choroid  in  the  left  eye  with  satellite  tubercles. 
(For  notes  of  case  see  page  177.) 

Fig.  8. — Robert  C — ,  aged  6^^  years,  seen  in  1901.  Diffused 
tubercle  of  the  choroid  and  ?  retina.  (For  notes  of  the  case  see 
page  175.) 
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Fig.     7 .  Obsolescent   Tubercle   of   Choroid   and 

Satellite  Tubercles. 


Fig.     8  .  Diffused  Tubercle  of  Choroid  and  (?)  Retina. 
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cases,  of  which  one  or  two  of  the  more  topical  niHy  be 
briefly  cited.  In  the  fii-st  case  wliich  we  quote  a  boy,  four 
years  of  age,  had  chronically  enlarged  glands,  a  thickened 
upper  lip,  and  running  and  excoriat<ed  nostrils.  There 
was  a  family  history  of  phthisis.  A  quadrangular  area, 
somewhat  larger  than  the  optic  disc,  was  present  in  the 
macular  region  of  the  left  eye.  Its  colour  was  lighter 
than  that  of  the  surrounding  fundus.  The  centre  of  the 
figure  was  marked  by  a  small  mass  of  pigment,  and  this 
was  encircled  at  some  distance  by  a  pigmentary  ring,  the 
intervening  area  having  a  greenish-grey  hue.  The 
periphery  of  the  patch  showed  here  and  there  slight 
accumulations  of  pigment.  Several  retinal  vessels  crossed 
the  patch  without  being  in  the  least  involved.  The  only 
change  observed  during  the  six '  years  that  the  lad 
remained  under  observation  was  a  gi'^dual  increase  in  the 
density  of  the  central  pigmented  ring.  In  another  case 
a  boy,  aged  four  years,  presented  in  the  central  region  of 
the  left  fundus  oculi  an  oval  patch  nearly  as  large  as  the 
optic  disc.  Its  appearance  was  something  like  that  of  the 
case  last-mentioned.  The  child  had  enlarged  cervical 
glands,  but  unfortunately  his  family  history  was  unknown. 
In  a  striking  case  we  met  with  the  patient  was  a  woman, 
aged  fifty-one  years,  who  gave  a  strong  family  history  of 
phthisis.  She  had  herself  been  treated  at  the  Brompton 
Hospital  for  her  chest  some  thirty  years  before  coming 
under  our  notice.  Lying  near  the  inner  side  of  the  left 
optic  disc  was  a  circular  area,  half  as  large  again  as  the 
optic  papilla.  It  showed  exposed  choroidal  vessels  and  was 
bordered  by  pigment  (Fig.  7).  A  number  of  tiny  fawn- 
coloured  spots — all,  with  one  exception,  devoid  of  pigment 
— were  scattered  about  the  fundus  near  the  main  lesion 
and  the  optic  disc,  and  doubtless  these  represented 
satellite  tubercles  which  had  also  become  quiescent.  A 
fine  film  was  present  in  the  vitreous  humour,  but  sight  was 
normal.  In  another  instance,  a  fairly-nourished  woman 
of  twenty- three  years  of  age,  with  some  trifling  enlarge- 
ments of  her  accessible  lymphatic  glands  and  a  strong 
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family  history  of  phthisis,  had  experienced  an  abdominal 
attack  some  five  years  previous  to  coming  under  our  notice. 
We  found  that  she  had  thickening  along  her  ascending 
colon,  probably  resulting  from  an  attack  of  tuberculous 
peritonitis,  and  there  was  also  a  floating  kidney  on 
the  right  side.  When  she  was  nineteen  years  old  she 
could  see  perfectly  with  her  left  eye.  There  is  no  doubt 
about  this  statement.  Two  years  ago  she  experienced 
sudden  pain  in  the  left  eye,  and  thought  it  had  been 
struck  by  a  foreign  body.  She  then  noticed  she  could 
not  see  with  it.  In  the  macular  region  of  the  left 
eye  was  a  large  patch,  some  four  times  the  size  of  the 
optic  disc,  consisting  in  part  of  a  paper-white  area  and  in 
part  of  exposed  choroidal  vessels,  which  was  a  few  shades 
darker ;  a  retinal  vessel  crossed  the  patch  (Fig.  6) .  There 
was  a  slight  increase  of  retinal  pigment  at  the  margin  in 
one  or  two  places,  and  some  trifling  pigmentary  disturb- 
ance in  the  patch.  Near  the  margin  of  the  optic  disc  on 
the  same  side  were  two  tiny  fawn-coloured  spots,  with  a 
slight  intensification  of  the  retinal  pigment  round  them. 

We  have  notes  of  thirteen  other  cases,  but  we  will 
merely  say  that  the  essential  ophthalmoscopic  characters 
of  obsolescent  tubercles  in  the  choroid  appear  to  us  to  be 
(1)  their  central  position  in  the  fundus  oculi ;  (2)  their 
large  size  and  presence  in  one  eye  alone  ;  (3)  their 
characters — namely,  a  central  atrophic  area  enclosed  by  a 
pigmented  figure,  and  often  surrounded  by  a  zone  of 
altered  choroid  ;  and  (4)  the  fact  that  they  are  sometimes 
associated  with  tiny  atrophic  spots  in  their  vicinity,  doubt- 
less representing  their  former  satellites.  That  they  may 
assist  diagnosis  in  some  doubtful  cases  is  shown  by  the 
case  of  a  girl,  aged  10 1  years,  who  was  seen  on  July 
27th,  1886,  with  the  history  that  she  was  healthy  until 
two  years  of  age,  when  she  developed  convulsions  which 
were  succeeded  by  hemiplegia.  Her  father  had  died 
from  phthisis.  She  had  been  treated  at  a  children's 
hospital  for  "  infantile  paralysis.'^  Upon  examination 
she    was   found    to   have    left   hemiplegia   and  increased 
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patellar  and  elbow  jerks,  but  no  facial  paralysis.  In  her 
left  eye  was  a  patch  of  what  appeared  to  be  obsolescent 
tubercle  of  the  choroid.  This  latter  observation  threw 
some  light  upon  the  nature  of  the  lesion,  and  rendered  it 
probable  that  the  hemiplegia  was  due  to  a  localised  tuber- 
culous gi-owth  in  the  brain. 

Summary. 

1.  Tubercle  of  the  choroid  may  be  met  with  in  any 
form  of  tuberculosis,  whether  acute,  chronic,  or  obsolescent. 
2.  It  is  common  in  acute  miliary  tuberculosis  and  tuber- 
culous meningitis,  since  it  was  present  in  50  per  cent,  of 
our  cases.  As  a  rule  the  lesion  was  of  small  size,  solitary, 
and  limited  to  a  single  eye.  3.  It  is  far  more  frequent 
in  chronic  tuberculosis  than  is  generally  supposed.  It  was 
present  in  9*24  per  cent,  of  our  cases.  The  tubercle  in 
this  form  of  disease  may  be  single,  multiple,  disseminated, 
or  diffused.  In  very  rare  instances  it  may  attain  great 
dimensions,  and  eventually  may  even  perforate  the  tunics  of 
the  eyeball.  4.  It  is  present  in  a  certain  number  of  cases 
of  quiescent  tuberculosis.  It  then  generally  takes  the  form 
of  a  large,  more  or  less  pigmented  area,  situated  in  or 
about  the  central  region  of  the  fundus  oculi,  with  or  with- 
out satellites.  {Read  June  the  29thj  1901.) 

Discussion. 

Dr.  5ansom  heartily  thanked  the  authors  of  the  paper 
for  one  of  the  most  practical  and  valuable  contributions 
he  had  ever  heard  in  his  life.  It  smoothed  in  a  singular 
manner  some  of  his  own  difficulties.  Several  years  ago  he  was 
called  in  consultation  to  a  case,  the  child  of  a  practitioner  in  a 
suburb  of  London,  a  girl  thirteen  years  of  age.  He  found  her 
unconscious,  with  dilated  pupils,  and  signs  which  seemed  to 
point  to  tuberculous  meningitis.  He  examined  the  fundi  with  the 
ophthalmo8COi)e — as  he  hoi>ed  was  the  routine  practice  o^  all, — 
and  said  to  the  practitioner,  **  There  are  tubercles  in  the  choroid." 
That  was  regarded  as  ending  the  matter.  The  patches  were 
small,  two  or  three  in  each  eye,  but  he  could  not  have  the 
slightest  doubt  about  their  nature.  Accordingly  he  gave  a  most 
unfavourable  prognosis,  esj^ecially  as  the  breathing  was  becoming 
stertorous.     He  recommended  two  or  three  grains  of  calomel 
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thcat  night,  which  might  be  repeated  each  night  so  long  as  the 
child  lived ;  and  if  it  could  swallow  it  could  be  given  iodide  of 
potassium,  carefully  regulating  the  dose.  Twelve  months  after- 
wards the  child  was  alive  and  had  recovered,  which  was  satis- 
factory, but  he  never  saw  her  again,  probably  because  of 
his  bad  prognosis.  He  had  not  had  the  opportunities  for 
observation  possessed  by  the  authors  of  the  paper,  but  from 
what  they  said  he  could  not  doubt  that  the  child  he  had  referred 
to  made  a  good  recovery.  He  had  no  doubt  now  that  there  was 
such  a  thing  as  obsolescence.  Altogether  it  was  a  very  pleasant 
and  cheering  prospect,  and  evidently  one  should  not  condemn  a 
case  even  though  there  were  apparent  signs  of  tuberculous 
meningitis.  This  paper  showed  how  useful  the  Society  was  in 
bringing  together  records  such  as  should  be  lasting  and  classical, 
even  though  further  inquiry  should  be  desirable.  The  paper 
would  do  credit  to  any  volume  of  Eeports  which  might  be  issued, 
and  would  show  that  the  Society  had. a  raison  d'etre,  and  that 
it  was  likely  to  do  a  great  deal  of  good  in  the  future. 

Dr.  Barnett  Warringfton  (Liverpool)  [introduced]  asked 
whether  the  authors  could  give  any  information  about  the  times 
at  which  the  tubercles  developed  in  acute  meningitis.  As  a 
student,  one  was  taught  that  if  tubercle  of  the  choroid  occurred 
in  the  disease  it  was  only  observed  in  the  last  stage,  and  that' 
therefore  it  was  merely  an  academic  point  which  was  not  of 
practical  importance.  He  had  not  yet  been  fortunate  enough  to 
see  tubercle  of  the  choroid. 

Dr.  Ashby  (Manchester)  asked  that  the  numerous  and 
excellent  water-colour  drawings  of  the  fundi  exhibited  in  con- 
nection with  the  paper  should  be  reproduced  in  the  '  Reports.' 

Dr.  George  Carpenter,  in  reply  to  Dr.  Warrington,  said  in 
the  first  group  —that  of  acute  tuberculosis  or  tuberculous  menin- 
gitis— the  tubercles  were  discovered  in  from  one  day  to  six 
weeks  prior  to  death.  In  the  second  group,  a  tubercle  in  one 
instance  was  discovered  in  a  case  of  spinal  caries.  It  was  kept 
under  observation  for  exactly  a  year,  and  then  the  child  suc- 
cumbed to  tuberculous  meningitis.  The  choroidal  tubercle  of 
that  case  was  fawn-coloured,  and  had  a  pigmented  ring  upon  it. 
While  under  observation  the  tubercle  grew  somewhat,  and  the 
ring  gave  place  to  specks  of  pigment.  Dr.  Sansom's  case  was  one 
of  great  interest,  and  showed  it  was  not  wise  to  give  a  grave  protj- 
nosis  because  tubercle  was  present  in  the  choroid.  It  was  a 
remarkable  and  valuable  corroboration  of  his  own  and  Mr.  Sydney 
Stephenson's  views  on  the  subject.  The  third  group  showed  still 
further  that  there  were  such  things  as  obsolescent  choroidal 
tubercles,  which  had  been  active  at  one  period  of  their  life-history, 
hut  had  subsequently  become  extinct,  with  or  without  damage 
to  the  sight,  according  to  their,  situation.     If  such  should  be 
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detects!  a4?cideiitally  in  the  absence  of  obvious  tuberculous  lesions 
elsewhere,  tliev  should  be  taken  as  a  warning  of  the  liability  of 
that  individual  to  tuberculous  infection,  and  of  the  necessity 
therefore  to  alwavs  maintain  the  srenei-al  health  at  a  hiorh  level. 


63.  NOTE   ON   A   CASE    OF   SYPHILIS  TRANSMITTED 
TO  THE  THIRD  GENERATION. 

By  D.  M.  HUTTON,  M.D. 

The  question  of  the  transmission  of  syphilis  to  the 
third  generation  has  interested  physicians  in  all  ages — 
possibly  even  from  the  time  of  Moses.  Of  late  years  the 
problem  has  received  some  considerable  amount  of  atten- 
tion, and  opinion  on  the  point  at  issue  has  been  much 
divided. 

At  the  present  day  (and  especially,  perhaps,  in  this 
country)  the  balance  of  opinion  represented  by  Mr. 
Jonathan  Hutchinson's  views  weighs  decidedly  against 
the  theory  of  such  transmission. 

On  the  Continent,  Fournier  and  others  are  satisfied 
that  not  only  is  this  transmis.sion  possible,  but  that  it  has 
been  proved  to  occur. 

'J'he  matter  is  still  in  doubt,  and  the  observations  are 
few  in  number.  It  is  our  duty  to  make  careful  records  of 
as  large  a  number  of  cases  as  possible,  that  we  may 
reduce  to  a  minimum  the  possibility  of  error. 

I  venture  to  present  the  following  case  to  the  Society's 
consideration,  and  I  am  the  more  encouraged  to  do  this 
.seeing  that  there  are  here  fewer  possibilities  of  error 
than  in  many,  perhaps  in  the  majority  of  recorded  instances. 

The  grandfather  of  the  patient  married  thirty  years 
ago.  At  that  time  he  showed  a  certificate  from  his 
doctor  stating  that  he  had  contracted  syphilis,  but  was 
cured  and  fit  to  marry.  He  again  developed  secondary 
eruptions  within  two  months   of    his    wedding.      All   his 
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life  he  suffered  from  the  disease,  and,  I  believe,  even- 
tually died  of  it. 

His  wife  was  healthy,  and  continued  to  be  so.  There 
were  six  pregnancies,  the  first  an  abortion  at  three 
months.  The  second  child,  born  at  full  time,  was  the 
mother  of  the  patient.  She  suffered  from  very  extensive 
syphilitic  psoriasis,  which  relapsed  whenever  antisyphilitic 
treatment  was  suspended,  and  which  was  never  com- 
pletely cured  until  she  reached  the  age  of  sixteen  years. 
She  married  at  twenty-two  years  of  age,  and  her  only 
child  was  born  three  years  later. 

This  child  suffered  from  and  died  of  congenital 
syphilis.  A  roseolous  rash  developed  about  the  buttocks 
within  two  weeks  of  its  birth.  The  child  rapidly  became  a 
typical  picture  of  congenital  syphilis,  snuffling,  feeble, 
wizened  and  aged  in  appearance,  with  mucous  patches 
about  the  anus.  It  died,  in  spite  of  mercurial  treatment, 
when  five  weeks  old. 

To  sum  up,  then,  we  know  it  will  ever  be  impossible  to 
demonstrate  in  an  individual  case  that  syphilis  has  been 
transmitted  to  the  third  generation,  for  at  no  time  cart 
we  completely  eliminate  the  possibilit}^  of  parental 
acquired  syphilis  in  the  second  generation.  Nor  can  we 
answer  those  who  suggest  that  the  term  husband  is  not 
precisely  synonymous  with  the  term  father. 

Finally,  the  value  of  the  evidence  rests  upon  the 
extent  of  the  physician^s  knowledge,  and  upon  his 
common-sense  application  thereof. 

In  the  case  I  have  read  there  is  no  doubt  about  the 
parentage  of  the  infant.  The  father,  closely  cross- 
examined,  admitted  no  possibility  of  contagion,  nor  could 
any  mark  of  syphilis  be  found  upon  him.  His  character, 
and  my  knowledge  of  it,  are  such  as  to  make  his  state- 
ment credible. 

The  possibility  of  syphilis  acquired  by  the  mother  is 
again,  in  my  judgment  and  in  my  knowledge  of  her,  as 
inconceivable  as  the  possibility  of  her  adultery  with  an 
infected  man. 
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There  is  no  doubt  of  the  gi'andfather^s  syphilis ;  he 
produced  a  medical  certificate  to  that  effect. 

The  mother  (herself  an  eldest  child)  suffered  from 
syphilitic  psoriasis  until  the  age  of  sixteen  years,  six  years 
before  her  marriage.  That  the  psoriasis  was  syphilitic 
was  agreed  to  by  her  medical  attendants,  and  by  con- 
sulting physicians.  The  three  doctors  who  saw  the 
infant  independently  agreed  to  the  typical  picture  of 
syphilitic  marasmus  presented  by  the  child. 

In  my  judgment,  and  in  that  of  other  medical  men 
with  whom  I  have  been  associated  in  the  case,  and  whose 
names  I  regret  I  have  not  permission  to  mention,  the 
statement  of  the  husband  is  fully  to  be  relied  on ;  and,  in 
my  judgment,  by  far  the  most  probable  explanation  of 
the  facts  is  that  the  syphilis  was  transmitted  from  the 
grandfather  to  the  third  generation. 

{Read  June  the  29th,  1901.) 

Discussion. 

Dr.  Ashby  (Manchester)  thought  the  only  weak  point  was  that 
the  infant  aged  only  two  weeks  should  die  with  a  so-called  syphi- 
litic rash.  He  thought  it  fell  to  the  lot  of  most  of  them  to  see 
an  infant  of  a  week  or  two  old  with  a  rash  and  snuffling  almost 
eiLactly  resembling  syphilis,  and  yet  one  was  convinced  the  cases 
were  not  syphilitic.  Two  or  three  weeks  ago  a  medical  friend  of 
his  asked  him  to  see  his  baby,  two  weeks  old.  The  father  was 
asked  if  he  had  thought  of  syphilis,  and  he  replied  that  he  and 
another  medical  friend  had  agreed  that  if  they  had  seen  the 
child  outside  they  would  have  regarded  it  as  syphilitic ;  but 
neither  he  nor  his  wife  had  ever  had  syphilis.  He  had  seen 
infants  three,  four,  and  five  months  old  with  some  septic 
erythema  at  the  umbilicus,  or  spreading  from  the  rectum,  or 
nose,  with  snuffles,  haying  a  very  syphilitic  look,  in  the  families 
of  clergymen  and  doctor  friends,  who  were  telling  the  truth 
when  they  said  they  had  never  had  syphilis.  Possibly  in  Dr. 
Hutton's  case  the  rash  was  simply  septic. 

Dr.  Cautley  asked  whether  there  was  any  other  evidence — 
ante-mortem  or  i>08t-mortem — of  syphilis.  It  seemed  unusual 
that  a  baby  should  die  at  a  few  weeks  old  unless  there  was  some 
marked  evidence  of  the  syphilitic  affection,  such  as  syphilitic 
disease  of  the  Uver  or  syphilitic  enlargement  of  the  spleen.  He 
would  like  to  hear  from  Dr.  Hutton  whether  he  found  any  such 
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evidence  during  life.  Unless  t^ierewere  such  evidence  he  W^ould 
feel  strongly  with  Dr.  Ashby  that  the  child  was  simply  maras- 
niic,  and  that  it  was  not  a  case  of  congenital  syphilis. 

Dr.  Sutherland  asked  whether  the  only  'sign  of  syphilis 
possessed  by  the  mother  was  the  psoriasis,  because  he  could  not 
accept  that  as  being  absolutely  pathognomonic  of  syphilis. 

Dr.  D.  M.  Mutton  (Southport),  in  reply,  said  no  post-mortem 
on  the  case  was  made.  He  regretted  he  could  give  no  further 
evidence  of  syphilis  than  he  had  narrated.  He  could  not  speak  as 
to  the  other  children  of  the  mother.  He  thought  it  reasonable 
to  suppose  that  the  psoriasis  was  syphilitic.  An  infinitely  more 
probable  explanation  was  that  the  grandfather  produced  a  cer- 
tificate saying  he  had  had  syphilis  and  was  cured,  but  afterw^ards 
became  notorious  as  a  man  who  had  had  syphilis,  and  his  child 
developed  psoriasis.  Even  if  the  mother  was  not  syphilitic  it 
did  not  prove  that  the  disease  was  not  transmitted  to  the  third 
generation,  though  that  would  be  a  much  more  extraordinary 
story  than  that  it  was  handed  on  through  a  congenitally  syphilitic 
mother.  The  whole  question  was  one  of  possibilities  and  pro- 
babilities and  of  individual  judgment.  As  he  had  said,  he 
could  not  demonstrate  that  it  was  a  case  of  transmission,  but 
they  would  never  be  able  to  find  out  the  truth  until  they  j^laced 
such  cases  on  record. 


64.  ON    THE     TEEATMENT     OF    ENDOCAEDITIS    IN 
ACUTE  EHEUMATISM  AND   CHOEEA. 

By  EICHAED  CATON,  M.D. 

(Introduced.) 

Feeling  strongly  the  great  importance  of  the  sequelae 
which  frequently  follow  valvulitis  in  attacks  of  acute 
rheumatism  and  chorea,  alike  in  children  and  in  adults, 
the  author  began  some  twenty  years  ago  to  search  for 
measures  of  prevention.  Sixteen  years  ago  he  decided 
upon  a  definite  method,  which  has  been  followed  ever 
since.  The  clinical  material  to  which  this  method  has 
been  applied  consisted  in  about  500  cases  of  acute 
rheumatism  and  chorea. 

The   former   were   treated   in  the  ordinary  manner  by 
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salicylates,  cholagogues,  and  a  light  diet;  the  limbs  and 
trunk  were  clothed  in  flannel,  and  the  patient  kept  in 
bed  for  some  weeks.  Any  lingering  pains  were  dissipated 
by  small  blisters  locally.  The  latter  (the  chorea  cases) 
were  treated  with  arsenic,  and  kept  at  rest  in  bed.  The 
proportion  of  cases  of  valvulitis  was  under  20  per  cent. 
The  following  signs  were  considered  to  indicate  the 
occurrence  of  valvulitis  : — softening  and  dulling  of  the 
valvular  sound,  proceeding  to  the  development  of  a  hruit, 
usually  at  the  mitral  valve,  and  systolic  in  time,  but  some- 
times presystolic,  heard  in  the  axilla,  and  followed  by 
accentuation  of  the  second  pulmonary  sound.  Infrequently 
a  diastolic  murmur  at  the  aortic  cartilage  occurred.  Treat- 
ment consisted  in  the  three  following  measures  : — First, 
and  most  important,  absolute  rest  in  bed  for  several  weeks  ; 
second,  the  application  of  a  series  of  blisters,  less  than  a 
florin  in  size,  one  at  a  time,  in  the  region  of  the  first  four 
dorsal  nerves  in  front ;  and  third,  sodium  iodide,  in  appro- 
priate doses,  is  given  thrice  daily.  After  each  blister  a 
.small  poultice  is  applied.  The  object  of  the  rest  in  bed 
is,  of  course,  to  protect  the  softened  and  weakened  valve- 
cusps  from  pressure,  and  to  slow  the  heart's  action.  The 
object  of  the  blistering  is  to  stimulate  the  trophic  nerves 
of  the  heart  through  the  afferent  filaments  of  its  own 
specially  related  skin  area,  just  as  the  reparative  process 
in  a  joint  is  unquestionably  stimulated  by  blistering  the 
adjacent  skin.  The  purpose  of  the  iodide  is  to  help 
absorption  of  the  (at  first)  imperfectly  organised  inflam- 
matory products  in  the  cusps  and  endocardium.  This 
method  of  treatment  is  of  service  only  if  it  be  com- 
menced early,  say  within  the  first  two  or  three  weeks. 
In  cases  of  long  standing  it  is  useless. 

Carefully  setting  aside  all  cases  of  slight  transitory 
hruit,  all  which  appeared  to  be  haemic  in  origin,  and  any 
that  seemed  to  be  probably  due  to  a  weakened  and 
dilated  ventricle,  there  remained  ninety-two  cases  of 
genuine  endocarditis  for  treatment. 

The    totjil    was    divisible    into    two  groups  : — Firstly, 
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those  which  on  admission  into  hospital  had  a  hritit  of 
uncertain  duration,  but  probably  recent.  These  num- 
bered sixty-one.  Of  these  forty-one  left  hospital  with 
hearts  apparently  sound,  while  twenty  were  believed  to 
have  valvular  disease.  Secondly,  those  in  whom  the 
bruit  and  other  signs  of  valvular  disease  came  on  in 
hospital,  or  in  whom  the  onset  had  been  recently  observed 
by  the  practitioner  who  sent  in  the  case.  These  num- 
bered thirty-one ;  of  these  twenty-eight  left  the  hospital 
with  an  apparently  sound  heart,  and  three  with  valvular 
disease.  As  far  as  practicable  the  apparently  cured 
cases  are  subsequently  kept  under  observation  for  months, 
or  years.  One  unsatisfactory  feature  should  be  noted  : 
if  in  a  case  which  has  apparently  been  cured  rheumatism 
recurs  at  an  early  date,  the  endocardial  symptoms  usually 
recur  also ;  and  though  endocarditis  is  sometimes  again 
removed  by  protracted  treatment,  it  frequently  per- 
sists. 

The  author  insisted  strongly  on  the  importance  of 
frequent  examinations  of  the  heart  in  all  febrile  affections 
in  children,  although  no  rheumatic  pains  be  present, 
and  more  particularly  in  those  cases  in  which  complaints 
are  made  of  the  throat.  He  believed  that  the  treatment 
described,  if  applied  early,  would  in  the  great  majority  of 
cases  arrest  commencing  valvular  disease  and  prevent 
much  subsequent  suffering.  He  had  met  with  very  little 
difficulty  or  complaint  in  respect  of  the  small  blisters 
employed.  The  name  of  a  blister  sometimes  alarmed  the 
patient,  or  his  parents,  but  its  actual  application,  if 
properly  managed,  and  if  it  were  small  enough,  was  in 
almost  every  instance  found  to  occasion  only  a  trivial 
amount  of  discomfort.  [Read  June  the  29th,  1901.) 

Discussion. 

Dr.  Carter  (Liverpool)  [introduced]  said,  as  he  had  benefited 
very  much  by  the  suggestions  thrown  out  in  that  room  by  Dr. 
Caton  many  years  ago,  he  would  be  sorry  to  let  the  present  contri- 
bution pass  without  saying  a  word  or  two  as  to  the  great  utility,  as 
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he  believed,  of  the  practice  he  had  laid  down.  Brought  up  in  the 
superstition — as  some  people  regarded  it — of  the  value  of  blis- 
tering, and  confirmed  in  it  bv  subsequent  experience,  he  was  led 
to  accept  Dr.  Caton's  proposals  and  apply  them  in  his  practice. 
Without  entering  into  details,  he  wished  to  bear  general  testi- 
mony to  the  great  utility  of  the  method.  He  was  sure  it  was  a 
good  one,  and  it  was  not  aloue  applicable  to  children.  .He  yester- 
day saw  an  adult  who  was,  under  his  direction,  carrying  out  the 
plan,  tlioiigh  not  in  eveiy  detail,  and  with  very  beneficial  results. 
As  the  patient  was  an  adult  he  chose  as  the  counter-irritant  a 
strong  ointment — the  iodide  of  mercury.  That,  with  short 
intervals  between,  had  been  carried  on  without  the  slightest 
attempt  at  symptoms  coming  on,  and  was  followed  by  strict  rest 
in  bed,  antirheumatics,  and  the  application  of  counter-irritation,, 
until  instead  of  a  crippled  condition,  which  seemed  inevitable, 
the  patient  preserved  the  power  to  carry  on  a  good  practice  with 
very  little  difficulty  at  all.  That  case  was  an  expression  of 
testimony  more  valuable  than  the  ordinary,  as  it  strikingly 
corroborated  in  an  adult  what  Dr.  Caton  had  said.  He  in- 
variably treated  children  in  that  way,  and  the  results  were  so 
encouraging  that  he  thought  all  medical  men  might  safely  carry 
it  out.  He  was  personally  very  much  indebted  to  Dr.  Caton 
for  the  clear  and  definite  way  in  which  he  had  laid  down  the 
method  of  procedure. 

Dr.  Sansom  said  he  was  very  sorry,  but  he  felt  it  to  be  his 
duty  to  put  in  a  dose  of  therapeutic  scepticism,  though  he 
envied  Dr.  Caton  his  theraj^eutic  enthusiasm.  His  (Dr. 
Sansom's)  own  therapeutic  enthusiasm  on  that  subject  was  a 
thing  of  the  past,  and  if  asked  his  opinion  as  to  the  value  of  the 
treatment  enunciated  by  Dr.  ('aton  he  feared  he  would  say  that 
blisters  were  a  little  less  than  worthless  for  what  the  author  of 
the  paper  called  endocarditis.  If  anyone  present  would  tell  him 
what  that  was  he  would  be  delighted,  because  with  him  the  ideas 
concerning  endocarditis  were  in  a  state  of  fog.  He  bad  lived  a 
long  while  in  the  atmosphere  of  treatment,  and  had  seen  it  alL 
His  old  friend  Professor  Budd,  whose  house  physician  he 
(Dr.  Sansom)  was,  introduced  the  blister  treatment.  He  put 
blisters  above  the  joint  in  rheumatism,  and  supported  that 
treatment  by  an  immense  array  of  conclusive  evidence.  Tijat 
lasted  a  little  while,  but  where  was  the  practice  of  blistering 
joints  now  as  a  recognised  procedure  ?  No  one  heard  of  it  now 
salicylates  had  come,  and  lie  thought  Dr.  Carter  would  agree 
that,  as  a  general  practice,  blistering  in  acute  rheumatism  had 
ceased,  and  it  was  not  seen  at  the  hospitals  in  England  or 
abroad.  With  regard  to  endocarditis  and  blistering,  he  followed 
very  clearly  the  exposition  of  the  principles  on  which  it  was 
founded,  viz.  stimulation  of  the  trophic  nerv^es.    Blistering  might 
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do  much  good  in  directly  assuaging  any  symptoms  of  pain,  but 
in  the  long  run  it  was  a  very  problematical  point  as  to  its  efficacy 
in  the  thickening  which  was  called  valvulitis.  He  thought  they 
would  agree  that  the  matter  was  one  which  could  not  be 
proved  by  statistics.  The  profession  had  been  given  no  end  of 
statistics  as  to  the  treatment  of  rheumatic  fever,  including 
those  by  Dr.  Fuller.  These  were  brought  forward  to  show  that 
the  alkaline  plan  was  the  right  treatment,  and  that  it  specially 
relieved  the  valvulitis  associated  with  rheumatism.  Then  there 
was  the  paper  by  Dr.  Gull  and  Dr.  Sutton  to  show  that  the 
alkalies  did  nothing  in  the  treatment  of  acute  rheumatism,  and 
that  expectancy  and  water  were  just  as  good.  One  had  to  consider 
whether  blistering  in  the  intercostal  spaces,  as  recommended  by 
Dr.  Caton,  did  any  good  for  true  rheumatic  endocarditis.  His 
experience  would  lead  him  to  say  it  did  nothing  at  all.  He  also 
felt  bound  to  say  that  there  was  no  sign  which  could  be  relied 
upon  as  a  trustworthy  one  indicating  the  course  and  progress  of 
rheumatic  endocarditis.  Dr.  Caton  agreed  it  was  not  a  painful 
malady.  The  symptoms  given  by  that  excellent  observer 
Sibson  as  indicating  the  commencement  of  endocarditis  in  rheu- 
matism were  now  considered  as  untrustworthy.  One  had  seen 
cases  in  which  there  had  been  a  marked  mitral  diastolic  murmur 
occurring,  not  due  to  endocarditis,  as  shown  at  the  autopsy,  but 
due  to  enfeeblement  of  the  heart,  or  pericarditis.  Again,  many 
€ases  which  had  been  discharged  as  sound  after  rheumatic  fever 
had  come  back  afterwards  with  damaged  hearts.  Eheumatic 
endocarditis  seemed  to  be  a  very  subtle  and  slow  process, 
coming  on  sometimes  in  a  way  which  could  not  be  traced, 
crippling  the  mitral  curtains,  cords,  and  columns,  and  producing 
incompetency.  Sometimes  it  occurred  even  more  slowly,  causing 
mitral  stenosis.  He  could  not  agree  with  Dr.  Caton  that  any 
form  of  treatment  in  the  intercostal  spaces  had  any  influence 
on  endocarditis.  Nor  could  he  agree  that  patients  did  not 
grumble  at  the  blistering  treatment;  he  found  they  did 
complain  of  it.  In  the  case  of  a  child.  Dr.  Caton  would  doubt- 
less agree  that  a  child  with  the  disease  did  not  feel  pain  from  it ; 
it  did  not  know  that  anything  was  amiss  with  its  heart.  Peri- 
carditis, a  swollen  heart,  and  valvular  disease  might  occur  in 
that  way  and  yet  not  be  shown  by  any  symptom  whatever.  His 
experience  was  that  such  a  child  did  not  like  to  have  blisters  put 
on  its  precordium,  but  where  blisters  were  put  on,  his  experience 
was  that  they  made  no  difference  to  the  disease.  He  was 
sorry  to  differ  from  Dr.  Caton,  as  he  felt  sure  that  gentleman 
had  studied  the  matter,  as  he  had  himself,  without  bias,  and  on 
a  scientific  basis ;  and  when  he  spoke  of  therapeutic  enthusiasm 
he  used  the  words  with  a  thorough  belief  in  Dr.  Caton.  He 
urged  trying  to  find  out  what  the  cause  of  the  rheumatism  was, 
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keeping  patients  quiet  meanwhile.     He  did  not  think  blistering 
had  a  bit  of  effect  in  curing  the  patient. 

Dr.  Charles  Macalister  (Liverpool)  said  the  discussion  of 
such  a  pajier  was  hardly  worth  anything  unless  there  was  a  differ- 
ence of  opinion,  and  they  were  much  indebted  to  Dr.  Sansom  for 
the  eloquent  way  in  which  he  had  discussed  the  matter.  But  after 
considei*able  experience  he  was  just  as  emphatically  in  favour  of 
blistering  as  Dr.  Sansom  appeared  to  be  on  the  opposite  side.  In 
many  cases  of  rheumatism  complicated  by  endocarditis  he  was 
convinced  that  blisterino:  had  done  srood.  Prolonged  blistering, 
with  the  exhibition  of  iodides  and  recumbency,  did  the  greatest 
good,  and  after  watching  such  cases  one  could  not  find  any 
return  of  the  murmurs.  Pericarditis  also  proved  the  value  of 
blistering,  for  if  taken  early  in  a  child  and  treated  iu  that  way, 
the  pericarditis  would  disappear  within  twenty-four  hours.  He 
had  watched  such  cases  many  times.  In  the  case  of  children 
the  irritant  he  used  was  the  red  iodide  of  mercury,  in  the 
proportion  of  one  to  eight.  It  was  kept  on  for  a  few  days 
until  a  blister  was  produced,  then  the  blistering  substance  was 
removed  and  the  part  allowed  to  heal.  He  did  not  remember 
any  children  complaining  about  it  particularly. 

Dr.  H.  R.  Mutton  (Manchester)  said  that,  having  been  taught 
by  an  old-fashioned  physician  in  London,  who  had  a  great  belief 
in  the  fact  that  some  of  the  older  methods  of  treatment  had  been 
needlessly  lost  sight  of,  particularly  blistering  and  bleeding,  he 
had  tried  blistering  in  rheumatism,  and  could  testify  to  the  fact 
that  it  relieved  pain.  If  Dr.  Sansom  happened  to  have  the 
good  luck  to  become  the  subject  of  a  sharp  attack  of  rheuma- 
tism which  would  not  yield  to  salicylates,  he  would  get  relief 
from  blisters.  Blisters  did  cause  pain,  but  he  could  not  say  that 
they  interfered  with  the  patient's  rest. 

Dr.  James  Barr  (Liverpool)  said  Dr.  Caton  had  been  trying , 
for  years  to  convert  him  to  his  views,  but  he  was  a  sceptical 
individual ;  he  was  not  convinced  by  the  reading  of  a  paper,  by 
any  man's  practice,  or  even  by  his  own.  He  hail  to  think  a  matter 
out  thoroughly  and  practise  it  before  coming  to  a  conclusion. 
He  had  carried  out  Dr.  Caton's  treatment  to  a  large  extent,  but, 
although  be  thought  it  good,  he  was  not  dogmatic  on  the  point. 
He  was  fond  of  counter-irritation  in  his  own  practice,  but 
feared  some  were  apt  to  reason  post  hoc  for  propter  hoc.  With 
regard  to  Dr.  Macalister' s  remark  that  pericarditis  could  be 
made  to  disapi)ear  in  twenty-four  hours,  he  had  a  case  in  point. 
Two  days  ago  he  hafl  a  patient  with  very  distinct  roughen- 
ing and  pericardial  friction,  but  this  had  now  disappeared.  Yet 
it  was  a  case  of  most  marked  pericarditis,  in  which  there  were 
many  pericardial  adhesions  of  old  standing.  In  such  a  case 
one  was  inclined  to  look  upon  the  i>ericarditis  as  having  disap- 
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peared,  whereas  it  had  done  nothing  of  the  kind.  Why  should 
the  rheumatic  poison  infect  the  left  side  more  than  the  right  ? 
Why  should  tliere  be  endocarditis  affecting  the  mitral  valve 
more  frequently  than  the  tricuspid  valve  ?  His  opinion  was  that 
in  all  those  cases  the  determining  factor  was  a  mechanical  one; 
that  a  certain  amount  of  strain  was  thrown  on  the  valve,  result- 
ing in  damage.  If  the  heart  was  beginning  to  be  affected  by 
the  poison,  it  could  not  continue  to  flap  the  valves  100  times  a 
minute  without  damage.  If  the  valves  were  carefully  examined 
it  would  be  seen  that  the  mitral  valve  was  damaged  on  its 
.auricular  surface,  and  that  there  was  proliferation  at  the  part, 
not  at  the  edge,  but  where  the  two  flaps  came  together.  In 
such  cases  one  could  always,  by  listening  to  the  heart,  diagnose 
endocarditis  forty-eight  hours  before  hearing  a  murmur.  In 
these  cases  there  was  not  only  an  endocarditis  but  also  a  myo- 
carditis. One  recognised  the  dulling  of  the  first  sound ;  the  left 
ventricle,  struggling  to  overcome  the  resistance,  took  a  long  time 
to  open  the  semilunar  valves  and  empty  itself.  There  was  thus 
n  delay  in  the  transmission  of  the  pulse  wave  from  about  y\ 
to  i  of  a  second,  which  could  readily  be  recognised  at  the 
wrist.  The  salicylates  were  not  sufficient  for  this ;  some 
depressant  must  be  used.  Sometimes  the  salines  did  more 
good  than  anything  by  producing  purging  and  lowering  the 
blood-pressure.  Some  time  ago  he  had  a  case  with  a  high- 
pitched  musical  murmur,  no  doubt  due  to  high  intra-cardiac 
tension,  which  disappeared  with  a  dose  of  salts.  In  his  ex- 
perience a  large  number  of  those  cases  got  perfectly  well. 
He  and  Dr.  Caton  had  worked  for  years  in  the  same  place, 
and  he  knew  the  excellent  results  obtained  by  Dr.  Caton,  but 
thought  his  own  practically  equalled  them.  He  regarded 
much  of  the  result  as  due  to  general  treatment,  such  as 
rest,  the  lessening  of  all  possible  strain  upon  the  heart 
by  reducing  the  blood-pressure  as  far  as  possible.  He 
believed  counter-irritation  did  some  good,  but  how  much  he  was 
not  prepared  to  say.  He  thought  the  counter-irritation  pro- 
duced by  ointment  did  not  suffice ;  something  in  the  form  of  a 
mustard  plaster  should  be  applied. 

Dr.  Caton  (Liverpool)  [introduced],  in  reply,  thanked  those 
present  for  their  very  kind  reception  of  his  remarks.  He  had 
waged  a  little  war  over  the  subject  with  Dr.  Sansom  before,  and 
did  not  expect  to  convince  him.  He  wished  to  explain  that  al- 
though in  the  days  when  salicylates  were  unknown  he  concluded 
that  the  blistering  treatment  was  the  best,  he  did  not  think  so  now. 
In  the  majority  of  cases  the  salicylate  treatment  enabled  one  to  do 
without  the  blistering.  He  only  used  blisters  to  the  joints,  and 
there  they  were  most  ijseful.  He  thought  the  same  results 
were  obtained  from  a  small  blister  as  from  a  large  one,  and  the 
former  produced  no  appreciable  weakening.     He  had  tried  it  on 
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his  own  person,  and  he  knew  the  enormous  relief  from  rheuma- 
tism he  obtained  bv  that  method.  He  woukl  ask  Dr.  Sansom 
whether  he  had  tried  blistering  long  and  systematically,  with  the 
two  other  aids.  He  thought  rest  was  the  most  important  of  all, 
but  in  his  experience  the  best  results  were  obtained  by  the  three 
modes  of  treatment  combined.  The  cases  he  referred  to  in  his 
paper  were  those  in  hospital  during  the  last  sixteen  years,  cases 
recorded  by  clerks  and  tutors.  Out  of  thirty-one  cases  of 
undoubted  acute  endocarditis,  twenty-eight  apparently  were 
perfectly  cured,  and  that  was  the  main  evidence  he  brought 
forward.  Many  of  his  friends  had  tried  the  method  and  seemed 
pleased  with  it. 


65.  TWO  CASES  OF  MENINGITIS  SUEOICALLY 
TKEATED. 

By  KEITH  MONSAREAT. 

Thk  title  of  this  note  is  somewhat  indefimte_,  for 
reasons  which  will  appear  in  its  recital.  I  propose  to 
narrate  two  cases  of  meningitis  in  which  a  surgical  pro- 
cedure was  undertaken,  and  to  make  some  remarks  on  the 
subject  thereafter. 

Case  1. — F.  M.  W — ,  aged  1  year,  was  admitted  to  the 
Children's  Infirmary  on  April  the  17th,  1900.  The  family 
history  is  unimportant.  The  only  previous  illness  was 
measles  in  December,  1900.  The  history  of  the  present 
illness  is  as  follows. 

Three  months  ago  the  child  had  a  convulsion,  and  has 
since  had  similar  attacks  frequently,  about  two  or  three 
times  a  week  ;  she  has  gradually  become  stupid,  takes  no 
notice  of  her  parents,  and  sleeps  a  great  deal.  The  head 
has  steadily  increased  in  size  during  these  three  months, 
the  child  does  not  now  raise  her  head  off  the  pillow ; 
previously   she   was  quite   lively.     The  digestive  system 
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lias  remained  in  fairly  good  condition  throughout ;  there 
has  been  vomiting  on  one  occasion  only.  No  history  o£ 
trauma. 

On  admission  the  following  notes  were  taken  : — The 
child  is  in  a  stupid,  drowsy  condition  ;  the  head  is  large  and 
square,  the  greatest  circumference  being  seventeen  inches. 
The  fontanelles  are  large,  the  parietal  bones  are  separated 
in  the  centre  of  the  sagittal  suture  to  the  extent  of  one 
and  a  quarter  inches  ;  there  is  retraction  of  the  head.  There 
is  a  slight  sero-purulent  discharge  from  the  right  external 
auditory  meatus ;  on  examination  of  the  tympanum  there 
is  seen  to  be  a  small  perforation  at  the  lower  posterior 
segment.  The  child  is  fairly  well  nourished.  Pulsation 
at  the  fontanelle  is  very  indistinct. 

April  the  21st. — The  child  has  had  two  general  convul- 
sions since  admission,  there  is  otherwise  no  change  in  its 
condition. 

On  inquiry  it  was  ascertained  from  the  mother  that 
the  discharge  from  the  right  ear  had  only  been  noticed 
about  a  week  before  admission.  The  diagnosis  arrived 
at  was  meningitis  following  otitis  and  consequent  hydroce- 
phalus. In  spite  of  the  mother's  statement  it  appeared 
probable  that  the  condition  was  associated  with  the  otitis 
media.  It  was  decided  to  open  the  skull  over  the 
temporo-sphenoidal  lobe. 

This  was  done  on  April  the  22nd.  The  opening  was 
made  one  inch  above  and  slightly  behind  the  right  external 
auditory  meatus.  The  dura  mater  bulged  through  the 
opening  :  on  incising  this  there  was  no  excess  of  fluid  in 
the  subarachnoid  space,  and  the  meninges  showed  no 
inflammatory  changes.  An  exploring  needle  was  passed 
in  several  directions  into  the  substance  of  the  temporo- 
sphenoidal  lobe,  but  no  pus  was  found.  On  passing  a  fine 
trocar  and  cannula  into  the  lateral  ventricle  flaky  sero- 
purulent  fluid  escaped ;  the  opening  in  the  skull  was 
enlarged  upwards  and  backwards  before  inserting  this 
cannula.  The  cannula  being  withdrawn,  a  fine  pair  of  sinus 
forceps  carrying  half  a   dozen  strands  of  chromic  catgut 
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was    passed    in    the    same   direction   and  sufficiently  far 
inwards  to  ensure  reaching  the  ventricle. 

Up  to  the  time  of  operation  the  temperature  was  sub- 
normal, except  on  the  evening  of  the  19th  and  the  morn- 
ing of  the  20th,  when  it  reached  98-8°  F.  and  98*4^  F. 
respectively.  During  the  night  following  the  day  of  the 
operation  it  rose  to  102*^  F.  There  was  also  pyrexia  the 
next  day— 101°  F.,  100°  F.,  100*4°  F.,  and  101°  F.,— but  on 
the  morning  of  the  next  day  it  was  98°  F.  To  describe 
the  after  history  shortly  : — There  was  a  considerable  escape 
of  fluid  into  the  dressing  for  the  first  forty-eight  hours, 
along  the  track  of  the  sti^nds  of  gut.  The  child  was 
very  restless  during  this  time,  but  there  were  no  convul- 
sions or  tmtchings.  The  gut  was  left  in  situ  until  the 
dressings  were  almost  dr}^  that  is  to  say  until  the  morning 
of  April  the  28th. 

The  child  remained  in  hospital  until  May  the  23rd,  that  is 
to  say  thirty-one  days  after  operation.  During  this  time 
there  were  no  convulsive  seizures  and  no  sickness ;  the 
retraction  of  the  head  disappeared.  The  child  slept  and 
took  food  well,  and  gained  flesh.  The  rather  stupid  con- 
dition persisted  however  until  dismissal,  and  this  was 
also  present  when  seen  a  week  after  in  the  out-patient 
department. 

The  fluid  removed  from  the  ventricle  was  examined 
microscopically.  It  was  distinctly  purulent.  Cover-glass 
preparations  stained  by  Gram's  method  did  not,  however, 
show  any  organisms.  The  actual  pathogenesis  of  the 
meningitis  is  therefore  uncertain.  The  symptoms,  espe- 
cially the  retraction  of  the  head,  the  presence  of  pus  in  the 
ventricles,  and  the  absence  of  any  vertical  meningitis,  make 
a  diagnosis  of  posterior  basic  meningitis  almost  certain. 

I  again  saw  the  child  on  June  the  8th.  There  have  been 
no  more  convulsions.  The  mother  says  the  child  is  livelier,. 
and  the  head  is  now  considerably  smaller,  the  fontanel  I  es- 
having  closed  in  to  a  marked  degree.  Though  still  dull, 
there  is  no  doubt  that  the  improvement  has  been  maintained 
since  leaving  the  hospital. 

18 
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Cask  2. — W.  C.  D — ,  a  boy  aged  nine  months,  was 
admitted  to  the  hospital  on  May  15th,  1901.  The  family 
history  was  good,  and  there  had  been  no  previous  illnesses. 
The  size  of  the  head  has  been  large  since  birth.  The 
child  was  born  at  full  time  and  instruments  were  used. 
The  head  has  been  steadily  growing.  The  parents  have 
noticed  that  he  does  not  appear  to  see  anything.  The 
general  health  has  been  good. 

On  admission. — The  child  is  well  nourished  and  takes 
food  well.  All  the  organs  appear  to  be  healtliy.  The 
head  is  large,  measuring,  18|^  inches  in  the  greatest  cir- 
cumference. The  fontanelles  are  large,  and  the  parietal 
bones  widely  separated.  There  is  no  discharge  from  the 
ears.  The  child  lies  quiet  in  bed,  moves  his  limbs  very 
slightly,  and  is  drowsy.  The  eyes  are  continually  in 
movement,  rolling  about,  and  the  child  does  not  appear  to 
see  any  objects  held  in  front  of  them.  The  pupils 
contract  to  light.  The  eyes  were  examined  with  the 
ophthalmoscope,  but  the  continual  movements,  which  were 
not  in  any  particular  direction,  rendered  it  very  difficult 
to  inspect  the  fundus  oculi,  and  all  that  could  be  ascer- 
tained was  that  the  outlines  of  the  discs  were  much 
blurred.  Later  Mr.  Charles  Shears  kindly  examined 
them  for  me,  and  reported  that  there  was  optic  neuritis 
with  much  effusion  in  the  neighbourhood  of  each  disc. 
The  history  given  by  the  parents  and  the  absence  of 
constitutional  disturbance  appeared  to  point  to  a  condition 
of  congenital  hydrocephalus,  and  this  was  the  diagnosis 
made  before  operation. 

The  skull  was  opened,  with  the  intention  of  establishing 
drainage  between  the  ventricles  and  the  subarachnoid 
space  in  the  region  of  the  Sylvian  fissure.  The  opening 
was  made  on  the  right  side  on  May  the  16th.  On  exposing 
the  dura  mater  it  was  found  to  be  much  thickened,  and 
on  reflecting  a  flap  the  condition  found  was  as  follows  : — 
A  large  amount  of  translucent  semi-gelatinous  and  semi- 
fluid exudation  overlay  the  convolutions,  and  was  especially 
marked    in    the    neighbourhood    of    the    Sylvian    fissure. 
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Between  the  arachnoid  and  dura  were  many  delicate 
adhesions.  Along  the  vessels  of  the  pia  mater  were  rows 
of  greyish-yellow  points  about  the  size  of  a  pin's  head  ;  in 
places  a  confluence  of  these  made  up  a  larger  patch. 
The  exudation  was  subarachnoid  in  position.  A  fine 
exploring  needle  was  passed  into  the  right  lateral  ven- 
tricle, but  though  a  small  amount  of  fluid  was  withdrawn 
there  was  no  excess  there.  All  that  was  then  done  was 
to  break  down  all  the  fine  adhesions  which  could  be 
reached  (they  were  not  vascular),  and  to  allow  all  the 
fluid  that  could  be  drained  from  the  subarachnoid  space 
to  escape.  A  bundle  of  strands  of  chromic  gut  w^as  then 
made  and  the  ends  spread  out  fan-like  in  the  subarachnoid 
space,  the  proximal  extremities  being  brought  to  the  sur- 
face at  the  posterior  angle  of  the  wound. 

The  after  history  was  uncomplicated.  The  drain 
remained  in  situ  for  sixteen  days,  and  a  diminishing 
amount  of  exudation  escaped  into  the  dressing.  As 
<?ompared  with  his  previous  condition  the  following  changes 
took  place  : — The  fontanelles  and  sutures  were  depressed 
after  the  operation,  and  remained  so  after  the  drainage 
opening  closed,  and  still  remain  so.  There  has  therefore 
been  no  reaccumulation  of  fluid  since  external  drainage 
ceased.  On  the  fifth  day  after  the  operation  the  child 
became  more  lively  and  gradually  became  a  more  natural 
infant,  throwing  his  limbs  about  freely  and  crying  in  the 
usual  way.  This  change  has  been  marked  compared  with 
his  previous  apathetic  condition.  He  lias  only  recently 
been  discharged  from  the  hospital.  It  appears,  therefore, 
that  the  opening  of  the  skull  and  drainage  has  been 
followed  by  some  improvement  in  the  morbid  signs,  but 
It  is  of  course  impossible  now  to  maintain  that  this  is 
anything  more  than  a  temporary  halt  in  the  course  o^  the 
disease.  With  regard  to  the  pathogenesis  in  this  case, 
in  the  first  place  the  condition  was  obviously  mainly  a 
cortical  meningitis.  The  fluid  was  highly  albuminous, 
but  an  insufficient  quantity  was  collected  to  estimate  the 
specific  gravity  by  means  at  my  disposal.      Here,  again, 
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I  have  no  bacteriological  evidence  to  give ;  as  I  have 
stated,  before  the  operation  it  was  thought  that  we  were 
dealing  with  a  case  of  hydrocephalus,  and  no  prepara- 
tions were  made  for  a  bacteriological  examination.  The 
appearances  were  more  like  those  characteristic  of  tuber- 
cular meningitis,  but  the  history  does  not  read  like  this 
disease.  The  parents  deny  syphilis,  and  there  have  been 
no  other  signs  of  this  disorder. 

Neither  case,  therefore,  was  investigated  in  such  a  way 
as  to  throw  any  particular  light  on  the  astiology.  What 
they  do  appear  to  me  to  show  is,  in  the  first  place,  that 
simple  drainage  of  the  areas  involved  in  the  meningeal 
inflammation  may  be  followed  by  a  degree  of  improve- 
ment even  in  advanced  stages.  In  Case  2  the  process 
was  far  gone.  Probably  there  was,  and  is,  associated 
encephalitis ;  but,  in  spite  of  this,  provision  for  the  escape 
of  inflammatory  exudation  has  been  followed  by  what 
may  be  spoken  of  as  distinct  improvement.  In  Case  I 
the  convulsions,  which  it  may  be  assumed  are  a  kind  of 
index  of  the  degree  of  the  cerebral  disturbances  depend- 
ent on  the  inflammatory  changes,  ceased  and  did  not 
return.  The  case  for  the  removal  by  drainage  of  inflam- 
matory exudation  in  meningitis  does  not  appear  to  require 
argument,  any  more  than  that  for  the  drainage  of  inflam- 
matory effusions  elsewhere,  and  the  delicacy  and  import- 
ance of  the  structures  affected  make  it  the  more  urgent. 
This  has  hitherto  been  attempted  (1)  by  lumbar  punc- 
ture;  (2)  by  the  occipital  operation;  (8)  by  the  vertical 
operation.  Lumbar  puncture  should  hardly,  perhaps,  be 
called  drainage,  as  all  that  has  usually  been  done  has 
been  puncture  with  the  syringe  once  or  repeatedly.  I 
do  not  propose  to  discuss  the  occipital  operation,  as  I  have 
no  experience  of  it.  What  I  venture  to  suggest  is,  that 
no  method  is  suited  to  the  circumstances  of  the  usual 
case  which  does  not  admit  of  satisfactory  evacuation  and 
drainage  of  ventricular  effusion,  as  well  as  of  the  release 
of  the  exudation  in  the  subarachnoid  space.  Both  pos- 
terior basic  meningitis  and  the  commoner  form  of  tuber- 
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culous  meningitis  (anterior  basic)  are  nsually  accompanied 
by  a  collection  of  inflammatory  effusion  in  tlie  ventricles 
sufiicient  to  distend  them.  Drainage  of  the  fourth 
ventricle  does  not  necessarily  imply  drainage  of  the  lateral 
ventricle,  and  the  access  afforded  by  the  occipital  opera- 
tion to  the  basal  structures  and  the  basic  lesion  appears 
to  be  by  no  means  free.  On  the  other  hand,  operation 
by  another  route  affords  easy  access  to  the  ventricular 
effusion,  and  easy  provision  for  satisfactory  drainage  of 
this,  at  the  same  time  giving  as  free  access  to  the  involved 
areas  of  inflammation  at  the  base  as  appears  to  be  pro- 
vided by  the  occipital  route.  I  refer  to  the  plan  of 
opening  the  skull  over  an  area  corresponding  to  the 
anterior  third  of  the  superior  temporal  gyrus  and  the 
adjacent  part  of  the  Sylvian  fissure.  In  Case  2  the 
skull  was  opened  near  but  rather  behind  this  point,  and 
by  gently  separating  the  structures  with  a  fine,  flat 
retractor  it  was  found  possible  to  give  exit  to  a  consider- 
able quantity  of  exudation,  and  to  pass  the  ends  of  the 
gut  over  an  extensive  area  towards  the  base,  and  one 
might,  I  think,  be  considerably  bolder  without  risking 
damage  to  important  structures.  Access  is  easy  from 
this  situation  to  the  descending  horn  of  the  lateral 
ventricle,  the  most  favourable  situation  from  which  to 
give  exit  to  fluid  within  the  lateral  ventricle. 

As  compared  with  the  occipital  route,  the  one  recom- 
mended appears  to  have  the  following  advantages:  — 
(1)  Less  difficulty  and  consecjuently  less  shock  ;  (2)  greater 
certainty  of  providing  satisfactory  ventricular  drainage ; 
(3j  less  risk  in  damaging  important  structures. 

in  the  after  treatment  the  head  should,  of  course,  be 
kept  on  the  side  operated  on. 

{Read  June  the  29th,  1901.) 

Discussion. 

Dr.  Cautley  said  he  did  not  wish  to  remark  on  the  surgical 
results  in  these  two  cases,  as  they  had  l)een  excellent,  but  to 
point  out  the  extreme  difficulty  of  getting  good  results.     There 
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was  the  initial  difficulty — and  the  younger  the  child  the  greater 
was  that  difficulty — of  ascertaining  whether  one  had  to  deal  with 
a  case  of  simple  basic  meningitis  or  tuberculous  meningitis. 
Many  cases  of  the  former  would  recover  without  any  operative 
treatment  whatever.  If  it  were  tuberculous,  the  next  difficulty 
was  as  to  whether  it  was  limited,  or  whether  it  was  part  of  a 
general  tuberculosis.  He  thought  it  would  be  agreed  that  quite 
90  per  cent,  were  cases  of  general  tuberculosis.  Again,  sup- 
posing, by  a  careful  process  of  exclusion,  one  came  to  the  con- 
clusion that  it  was  a  tuberculous  meningitis  limited  to  the  base 
of  the  brain,  the  next  difficulty  was  to  ascertain  whether  there 
was  any  excess  of  fluid  in  the  ventricles  at  all.  He  confessed 
that  although  he  had  examined  cases,  both  clinically  and  patho- 
logically, with  a  view  to  ascertaining  whether  there  were  any 
diagnostic  features,  he  was  at  present  unable  to  say  in  any  case 
positively  whether  at  the  post-mortem  one  would  meet  with 
tuberculous  meningitis  in  which  there  was  no  excessive  fluid  in 
the  ventricles,  or  whether  there  would  be  a  large  excess,  or  whether 
it  was  a  case  in  which  there  was  softening.  He  did  not  think  all 
the  cases  died  in  the  same  way.  Some  of  them  died  from  exces- 
sive fluid  in  the  ventricles  and  its  resultant  pressure ;  but  the 
majority  did  not  die  from  pressure  so  much  as  from  interference 
with  nutrition  through  the  inflammatory  j^rocess  involving  the 
lymphatics  and  small  vessels  at  the  base  of  the  brain.  So  it 
seemed  that,  although  they  might  call  in  the  surgeon  continually 
to  do  those  operations,  they  could  only  expect  a  satisfactory 
result  in  a  very  few.  He  read  a  paper  on  the  subject  before 
the  British  Medical  Association,  and  the  results  in  his  cases 
were  absolutely  hopeless,  as  no  recovery  took  place.  Post 
mortem  it  was  clear  that  even  if  the  surgical  treatment  was 
carried  out  satisfactorily,  the  process  not  being  limited  to  the 
brain,  it  was  hopeless  to  expect  any  benefit  from  surgical  treat- 
ment. 

Dr.  John  Logan  (Liverpool)  [introduced]  said  he  had  some 
time  ago  a  case  in  which  he  drained  one  of  the  ventricles.  It 
was  obviously  a  case  of  chronic  hydrocephalus.  As  it  was 
enlarging  somewhat  rapidly,  it  was  suggested  that  the  lateral 
ventricle  might  be  punctured  and  drained.  The  method  was 
not  so  elaborate  as  that  adopted  by  Mr.  Monsarrat.  He  kept  as^ 
far  away  from  the  motor  areas  as  possible.  He  made  y.  small 
puncture  and  introduced  a  moderate- sized  trocar  and  cannula 
into  the  lateral  ventricle.  Through  that  cannula  he  j)inned 
in  four  inches  of  very  fine  india-rubber  drainage-tube.  He 
then  pulled  out  the  cannula  two  inches,  and  left  about  two 
inches  of  drainage-tube  in  the  cranial  cavity.  He  allowed 
only  a  certain  quantity  of  fluid  to  escape,  and  then  covered 
the  wound  with  antiseptic  dressing.     The  house  surgeon  later 
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iiuilid  the  dressing  and  allowed  some  more  fluid  to  escape. 
That  ensured  tlie  collapse  of  the  skull  being  verv  gradual.  The 
child  was  fairly  comfortable  and  its  pulse  satisfactory,  but  the 
bones  of  the  skull  overlai>ped  one  another.  In  six  weeks  the 
mother  brought  back  the  child  far  worse  than  ever,  and  was 
most  anxious  that  the  same  procedure  should  be  repeated.  It 
was  accordingly  done,  but  the  child  died. 

Mr.  Darner  Harrisson  (Liverpool)  said  his  experience  of 
drainage  in  cases  of  hydrocephalus  had  been  very  much  like  that 
of  Dr.  Logan.  He  had  recently  had  some  cases  which  seemed 
to  improve — they  were  alluded  to  by  Mr.  Monsarrat — in  which 
chromicised  gut  was  passed  into  the  lateral  ventricles  for  the 
purpose  of  draining  the  fluid  into  the  base.  But  unless  he  saw 
more  favourable  results  he  was  not  inclined  to  proceed  with  the 
operation. 

Mr.  Keith  Monsarrat  (Liverpool),  in  reply,  said  he  did  not 
think  the  last  word  had  been  uttered  on  the  question  of  drainage 
in  meningitis.  As  Dr.  Cautley  had  said,  it  was  difficult  to  know 
what  type  of  meningitis  one  was  dealing  with.  The  point  of  the 
paper  was,  that  if  drainage  was  to  do  any  good  in  meningitis,  in 
what  direction  should  the  fluid  be  conducted  ?  His  view  was 
that  no  plan  was  satisfactory  which  did  not  combine  ventricular 
drainage  with  drainage  of  the  subarachnoid  space.  That  seemed 
to  him  to  be  a  more  suitable  direction  than  the  occipital.  With 
regard  to  hydrocephalus,  he  thought  external  drainage  had  been 
practically  abandoned.  The  plan  mentioned  by  Mr.  Darner 
Harrisson  had  l^een  followed  by  good  results  in  some  cases.  Dr. 
Barlow,  in  AUbutt's  *  System  of  Medicine,'  spoke  of  one  satis- 
factory case,  and  one  was  narrated  in  the  *  British  Medical 
Journal*  for  the  current  week  (June  the  29th,  1901). 


66.  TWO  CASES  OF  CIRRHOSIS  OF  THE  LIVER  IN 
CHILDREN,  WITH  OBSERVATIONS. 

By  CHARLES  J.  MACALISTER,  M.D. 

In  the  Country  Hospital  for  Chronic  Diseases  of  Children 
we  have  had  two  cases  of  cirrhosis  of  the  liver  during  the 
past  eighteen  months,  and  an  opportunity  has  been 
afforded  us  of  observing  the  clinical  course  run  by  each  of 
them  over  a  very  considerable  period.      They  were  cases, 
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probably,  of  the  same  anatomical  type  of  cirrhosis, 
although  their  clinical  features  were  essentially  different, 
the  one  having  ascites  but  no  jaundice,  the  other  having 
jaundice  without  ascites ;  but  both  presented  evidence  of 
portal  obstruction  in  the  numerous  large  veins  which 
radiated  over  the  abdomen. 

I  regret  to  say  that  the  most  careful  investigation  of 
the  physical  conditions  of  these  cases  has  not  enabled  me 
to  throw  any  certain  light  upon  those  causes  which  may 
have  been  at  work  after  the  incidence  of  the  cirrhosis, 
and  which  seem  to  have  rendered  it  a  progressive  disease 
in,  at  all  events,  one  of  the  cases ;  and  I  am  only  able  in 
this  relation  to  advert  to  the  histories  of  the  cases,  which 
have  completely  satisfied  me  that  alcohol  played  an  impor- 
tant part  in  the  causation  of  one  of  them,  and  no  less 
certainly  that  the  other  originated  neither  from  that  nor 
from  syphilis,  but  from  some  toxin,  of  the  nature  of 
which  I  am  ignorant,  and  can  only  offer  suggestions  by 
analogy. 

The  first  case  which  came  to  the  hospital  was  that  of  a 
boy  aged  four  years,  and  if  the  statement  of  his  parent 
was  to  be  relied  upon,  he  must  have  come  under  observa- 
tion at  a  comparatively  early  period  of  his  disease — at  all 
events  no  symptoms  whatever  were  observed  until  four 
weeks  prior  to  his  admission,  when  he  was  taken  to  one 
of  the  large  general  hospitals  and  retained  for  a  Aveek 
owing  to  some  indefinite  abdominal  trouble.  A  fortnight 
later,  after  he  had  returned  home,  the  ascites  commenced 
and  rapidly  increased,  so  that  by  the  time  I  first  saw  him 
his  abdomen  was  very  distended,  measuring  25 1  inches  ; 
and  his  liver,  the  surface  of  which  presented  coarse 
irregularities,  could  be  felt  by  dipping  through  the  fluid. 
It  measured  5|  inches  in  the  nipple  line,  and  projected  for 
3|  inches  below  the  costal  margin.  The  epigastric  veins 
and  those  along  either  side  of  the  sternum  were  much 
distended.  The  urine  contained  no  bile  at  any  period. 
The  boy,  on  admission,  was  ill-looking,  pale,  and  fretful, 
and  his  digestion  disturbed,  but  he  became  happy,  cheer- 
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ful,  and  healthy  in  appearance^  with  rosy  cheeks,  after  tlie 
subsidence  of  the  ascites,  and  thereafter  his  appetite  and 
digestion  were  good,  and  he  seemingly  suffered  no  incon- 
venience from  his  liver  trouble.  The  spleen  was  not 
markedly  enlarged,  and  his  other  organs  were  healthy. 

During  the  first  month  this  patient  was  treated  with 
small  doses  o£  mercury.  The  liniment  of  mercury  was 
rubbed  daily  into  his  abdomen,  and  he  had  an  occasional 
dose  of  scammony  and  jalap,  with  the  result  that  the 
ascites  gradually  disappeared.  Aftef^this  the  ointment  of 
the  red  iodide  of  mercury  was  rubbed  over  the  hepatic 
area  each  day  until  an  irritable  red  surface  with  a  papular 
eruption  was  produced  (about  seven  or  eight  days  being 
required  to  accomplish  this),  when  the  ointment  Avas 
omitted,  but  was  again  repeated  on  recovery  of  the  skin. 
Fifteen  grains  of  iodide  of  potassium  were  administered 
daily.  This  treatment  was  continued  for  four  months, 
with  two  short  interruptions,  and  in  view  of  the  cir- 
cumstance that  in  the  hypertrophic  form  of  poly- 
lobular  cirrhosis  the  liver  is  rarely  observed  to  diminish 
in  size  while  the  case  is  under  observation,  it  is  interest- 
ing to  note  that  in  the  case  which  I  am  now  relating 
it  gradually  diminished  until  its  margin  could  just 
be  felt  below  the  ribs,  the  dulness  then  measuring 
3J  inches.  With  this  decrease  in  the  size  of  the  organ 
there  was  steady  improvement  in  health  and  nutrition  ;  the 
weight  in  three  months  increased  by  two  pounds,  and  when 
he  was  discharged  from  the  hospital  at  the  end  of  six 
months  the  abdominal  veins  were  hardly  visible,  and  he 
was  to  all  appearance  quite  well.  Five  months  later  he 
was  seen  again ;  the  liver  could  just  be  felt  under  the 
costal  margin,  its  edge  was  slightly  irregular,  and  he 
remained  well. 

This  child  came  from  a  very  disreputable  and  drunken 
home.  At  the  time  of  his  admission  to  the  hospital  it 
became  neces.sary  for  an  officer  to  visit  the  home,  and  we 
received  the  report  that  everybody  in  it  was  intoxicated 
excepting  the  mother,  who  was  ill  in  bed,  and  her  condi- 
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tion  may  be  conjectured  from  the  fact  that  both  she  and 
her  husband  were  subsequently  sent  to  gaol  for  cruelty  to 
and  neglect  of  their  children.  The  giving  of  alcohol  to 
the  child  by  lodgers  in  the  house  was  admitted  in  this 
case,  but  it  is  often  difficult  to  elicit  a  history  of  its 
administration,  partly,  no  doubt,  because  the  parents  con- 
sider the  little  sips  or  doses  Avhich  they  give  of  it,  as  being 
of  no  importance ;  but  that  they  are  of  importance  is 
suggested  by  the  history  of  another  similar  case  which 
was  under  my  care  at  the  Stanley  Hospital  some  years  ago, 
where  a  boy  aged  thirteen,  who  was  a  billiard  marker, 
acquired  the  disease  by  drinking  the  small  amounts  of 
wines  and  spirits  which  were  left  in  glasses  by  visitors  at 
the  hotel  where  he  was  employed.  One  never  hears  of 
a  child  being  an  habitual  drunkard,  and  if  alcohol  is  the 
cause  of  this  disease,  it  must  be  the  frequency  Avith  which 
it  is  taken,  which  proves  so  irritating  and  so  detrimental 
to  the  organ.  I  could  not  find  any  syphilitic  stigmata  in 
the  case  which  I  have  just  related,  the  only  point  in  this 
relation  being  that  the  mother  had  had  some  miscarriages, 
and  she  stated  that  one  baby  had  died  '^  with  a  big  liver. ^' 
But  it  was  not  on  account  of  this  history  that  I  exhibited 
remedies  usually  given  for  syphilitic  conditions,  and  there 
is  some  probability  that  the  improvement  was  brought 
about  by  the  absorption  of  a  comparatively  recent  inflam- 
matory exudate,  aided  by  the  physiological  and  counter- 
irritant  effects  of  the  mercurial  preparations  employed. 
In  a  case  of  this  description  it  is  probable  that  a  large 
amount  of  hepatic  structure  remains  unaffected,  and  that 
if  the  disease  becomes  arrested  at  any  early  period,  such 
portions  of  the  liver  as  have  been  destroyed  or  incapaci- 
tated, will  have  their  functions  performed  by  the  remain- 
ing healthy  parts,  which  may  hypertrophy  and  fully 
compensate  for  the  damage  done. 

The  second  case  which  I  have  to  relate  is  one  of  great 
interest,  and  presents  a  history  indicating  that  the  poison 
which  gave  rise  to  the  cirrhosis  was  one  wliich;  however 


CIRRHOSIS   OF  THE  LIVER.  '     203 


first  introduced  into  or  produced  in  the  body,  was  repro- 
duced again  and  again,  and  gave  rise  to  exacerbations  of 
symptoras  of  an  acute  character,  followed  by  remissions, 
during  which  there  was  comparatively  good  health.  The 
disease  was,  however,  progressive,  and  at  last  proved  fatal,, 
after  running  a  course  of  five  yeare. 

The  child  was  a  girl  aged  13  years,  who  first  came  under 
our  care  on  May  the  12th,  1900,  and  remained  under  treat- 
ment and  observation  until  her  death  on  May  the  26th, 
1901.  She  was  the  eleventh  child  of  a  family  of  twelve 
children,  nine  of  whom,  as  well  as  the  parents,  were  alive 
and  healthy.  Our  inquiry  showed  that  her  home  was 
one  of  temperance  and  respectability,  and  that  there  was 
no  reason  for  suspecting  that  she  had  been  given  alcohol 
at  any  time.  Her  only  previous  illnesses  had  been 
chicken-pox  at  four,  and  measles  at  six  years  of  age. 
Both  of  these  were  recovered  from  satisfactorily,  and 
there  was  no  indication  that  any  of  the  ordinary  infective 
fevers  had  started  the  process.  She  had  been  a  perfectly 
healthy  girl  up  to  a  particular  day  four  years  before  her 
admission,  when  she  was  seized  with  severe  vomitinj^  in  the 
night,  and  her  nose  bled  profusely.  The  vomiting  Aveiit 
on  for  some  days,  and  the  jaundice,  from  which  she  was 
never  afterwards  entirely  free,  commenced  at  this  time. 
The  nose-bleeding  was  of  almost  daily  or  nightly  occur- 
rence during  the  first  six  weeks  of  her  illness,  and  there- 
after it  occurred  at  varying  intervals.  The  vein  up  the 
centre  of  the  abdomen  soon  became  swollen  and  very 
painful,  and  early  in  the  disease  there  was  much  wasting 
but  this  appears  to  have  ceased  after  a  while,  and  with 
fairly  good  health  during  the  intervals  between  the 
exacerbations,  which  I  shall  presently  refer  to,  she  became 
able  to  attend  school  until  a  few  months  prior  to  her 
being  brought  to  us,  when,  concomitantly  with  greatly 
increased  jaundice,  nose-bleedings,  diarrhoea,  etc.,  the 
wasting  again  became  acute,  her  limbs  became  weak,  and 
she  was  for  about  the  fifth  time  brought  to  a  hospital  in 
hopes  of  obtaining  relief. 
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On  admission  to  the  hospital  the  child  was  intensely 
jaundiced.  The  stools  were  white.  The  urine  was 
deeply  bile-stained,  but  contained  neither  blood  nor 
albumen.  There  was  no  ascites,  but  the  superficial  abdo- 
minal veins  were  prominent  and  varicose-looking  in  one 
place.  The  abdomen  was  enlarged,  owing  to  the  increased 
size  of  the  liver,  which  in  the  mammillary  line  measured 
five  and  a  half  inches  ;  its  surface  felt  hard  and  hob- 
nailed, and  the  margin  presented  marked  irregularities  ;  it 
was  tender  on  pressure.  The  gall-bladder  could  not  be 
felt. 

The  spleen  was  much  enlarged,  projecting  three  finger- 
breadths  below  the  ribs,  and  the  dulness  measured  five 
and  a  half  inches  ;  it  was  smooth  and  painless.  There 
was  no  purpura.  The  right  side  of  the  heart  was  some- 
what dilated.  The  digestion  was  disordered,  the  breath 
offensive,  the  tongue  furred,  appetite  poor,  occasional 
pain  after  meals,  and  the  bowels  moved  once  or  twice 
daily.  There  was  no  hasmochromatosis.  Such  was  the 
condition  of  the  case  when  admitted,  and  one  can  epitomise 
its  subsequent  course  (which  seems  to  have  been  a  picture 
of  its  past)  by  stating  that  in  the  twelve  months  during 
which  she  was  in  the  hospital  there  were  seven  acute 
attacks,  the  intervals  between  these  lasting  at  first  from 
twelve  to  fourteen  weeks,  but  becoming  much  shorter  in 
the  last  three  months  of  her  life.  When  I  speak  of 
acute  attacks  I  do  not  desire  to  imply  that  the  remissions 
were  free  from  symptoms ;  on  the  contrary,  there  Avas 
during  these  periods  every  evidence  that  the  disease  Avas 
a  progressive  one,  although  little  discomfort  was  suffered, 
and  the  child  seemed  cheerful,  able  to  take  her  food  Avell, 
and  to  enjoy  out-'of-door  exercise  with  her  companions  ; 
but  there  was  always  some  fever,  the  temperature  ranging 
between  99°  F.  and  100°  F.  The  nose  bled  every  now  and 
again,  and  there  were  occasional  headaches,  and  although 
the  stools  became  bile-stained,  varying  from  biscuit  colour 
to  dark  brown,  and  the  urine  was  sometimes  clear  of  bile, 
yet  the  jaundice    never    disappeared.      I   have    remarked 
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that  the  liver  at  first  measured  five  and  a  half  inches^ 
and  there  is  some  reason  for  believing  that  this  enlarge- 
ment was  related  to  the  severe  and  prolonged  attack  from 
which  she  suffered  shortly  before  her  admission,  because 
within  a  month  its  rough  border  could  only  be  felt  under 
the  ribs.  That  this  contraction  was  not  accompanied  by 
any  increased  portal  obstruction  was  suggested  by  the 
diminished  superficial  venous  engorgement,  by  the  lessened 
gastric  catarrh,  and  by  the  increased  nutrition  of  the 
patient,  who  rapidly  put  on  flesh,  and  in  the  longest 
intermissions  gained  over  6  lbs.  in  weight. 

The  acute  attacks  of  which  I  have  spoken  were  charac- 
terised by  a  rapid  rise  of  temperature  to  104°  F.  or  105°  F., 
the  morning  temperature  being  about  100°  F.  There  was 
severe  headache,  a  feeling  of  fulness  and  stiffness  about 
the  throat,  which  with  the  palatal  and  nasal  mucous 
membranes  became  covered  with  mucus.  The  breath 
was  offensive,  the  tongue  coated  and  foul.  There  was 
much  drowsiness,  increased  jaundice,  and  great  prostra- 
tion. Vomiting  was  generally  present,  but  diarrhoea  was 
not  a  characteristic  symptom.  The  nose  and  gums  bled 
freely  during  and  for  some  time  after  these  attacks,  and 
it  was  also  noted  that  any  small  scratch  bled  freely. 
The  spleen  on  one  of  these  occasions  was  observed  to  be 
further  enlarged,  its  dulness  measuring  six  and  a  half 
inches,  and  the  liver  also  enlarged  slightly,  but  it  never 
increased  to  the  size  which  it  was  on  her  admission  to  the 
hospital.  In  October,  1900,  a  hard,  rough,  triangular 
projection  of  the  liver  was  noted  in,  and  to  the  right  of, 
the  epigastrium.  This  never  afterwards  became  palpably 
altered  in  character  or  size. 

In  the  middle  of  March,  1901,  in  association  with  fever 
of  a  fortnight's  duration,  the  temperature  ranging  from 
"99°  F.  in  the  mornings  to  101°  F.  or  more  in  the  evenings,  a 
rough  systolic  murmur  appeared  at  the  cardiac  base,  and 
a  softer  one  at  its  apex.  During  this  period  there  was  a 
sncces.sion  of  severe  headaches,  with  drowsiness  and  other 
toxic  manifestations,  and  there  was  much  bleeding  of  the 
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gnnis  ;  then  followed  a  series  of  very  acute  attacks^  with 
increased  fever  (103°  F. — 105°  F.)^  the  later  ones  being  pre- 
ceded by  rigors ;  again,  the  jaundice  increased  and  bile 
disappeared  from  the  stools.  An  examination  of  the  blood 
failed  to  discover  any  organisms,  but  there  was  leucocy- 
tosis.  On  May  the  4th,  after  an  intermission  of  fifteen 
days,  during  which  there  were  none  of  the  more  prominent 
toxic  symptoms,  the  child  being  bright  and  having  to  some 
extent  regained  strength,  she  was  for  the  first  time  seized 
with  an  acute  abdominal  pain,  followed  by  severe  rigors 
and  vomiting  of  blood  and  bile.  Purpuric  spots  appeared 
on  the  legs,  and  the  ankles  became  swollen.  This  attack 
was  the  beginning  of  the  end,  but  a  curious  circumstance 
in  connection  with  it  was  the  reappearance  of  bile  in  the 
Stools  after  being  absent  for  more  than  a  month,  and  she 
became  less  jaundiced  than  we  had  ever  seen  her  previously. 
These  painful  paroxysms,  which  were  referred  to  the 
region  of  the  liver,  now  recurred  frequently.  The  tem- 
perature assumed  a  better  character,  reaching  104°  F.  in 
the  evenings.  The  peritoneal  cavity  began  to  fill  rather 
rapidly  with  fluid  until  May  the  28th,  when,  following  an 
agonising  attack  of  abdominal  pain,  there  was  copious 
ha^matemesis,  then  coma  for  some  hours,  ending  in 
death. 

These  two  cases,  which  were  in  the  ward  at  the  same 
time,  have  served  to  sug-gest,  in  the  first  place,  that  provided 
an  irritant,  such  as  alcohol,  can  be  stopped,  and  its  results 
upon  the  liver,  whether  they  be  direct  or  indirect,  brought 
to  an  end  at  an  early  period,  it  is  possible  for  some  good 
to  come  of  treatment.  Eight  years  ago  I  was  asked  to 
see  an  old  gentleman  who  was  suffering  from  an  attack  of 
haematemesis.  There  was  atrophic  cirrhosis  of  his  liver, 
and  the  dilated  condition  of  his  abdominal  veins  pointed 
to  the  presence  of  portal  obstruction.  This,  as  his  daughtei* 
informed  me,  had  been  brought  about  by  intemperance. 
After  this  illness  his  daughter,  being  a  strong-minded 
young  lady,  succeeded  in  putting  a  stop  to  the  alcohol, 
-and  certainly  her  father  has  had  very  good  health  in  the 
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past  year  or  two,  and  Iihs  had  no  symptoms  indicating  an 
advance  in  his  portal  obstruction. 

I  need  hardly  capitulate  the  theories  which  have  been 
advanced,  and  the  experiments  and  observations  which  have 
been  made,  to  explain  the  nature  and  seat  of  the  toxin 
in  the  class  of  cirrhosis  to  which  my  second  case  belongs. 
It  is  quite  undecided  whether  the  poison  produces  its 
effects  upon  the  liver  by  an  ascending  infection  from  the 
alimentary  tract,  or  whether  it  is  primarily  a  blood  infec- 
tion producing  its  effects  upon  the  liver  and  spleen  by 
selective  influence  through  the  systemic  circulation.  A 
naked-eye  examination  of  the  liver  would  lead  one  to  sup- 
pose that  we  were  dealing  with  an  advanced  polylobular 
cirrhosis;  but  when  we  come  to  examine  it  closely,  numerous 
indications  are  found  that  masses  of  liver-cells  have 
entirely  disappeared,  and  that  fibrous  tissue  has  taken 
their  places,  there  being  a  relative  increase  of  fibrous 
tissue,  whilst  elsewhere  they  are  found,  some  of  lobular, 
others  of  polylobular  size,  and  in  some  places  little  groups 
of  cells  which  can  be  easily  counted.  Whatever  their  size, 
there  is  cell  degeneration  eveiy where,  and  intercellular 
as  well  as  perilobular  production  of  new  fibrous  tissue. 
It  is  a  mixed  type  of  cirrhosis.  It  seems  to  me  probable 
that,  however  introduced  into  the  blood,  the  poison  in  a 
case  of  this  description  acts  largely  through  the  systemic 
circulation  simultaneously  producing  its  effects  upon  the 
liver  and  spleen,  and  that  whilst  we  have  to  deal  partly 
with  a  descending  inflammatory  process,  the  periportal 
phlebitis  is  produced  either  through  the  splenic  infection, 
or  by  absorption  of  additional  intestinal  ferments.  That 
the  poison  is  in  the  first  place  introduced  with  some 
article  of  food  would  appear  to  be  probable.  Acute 
necrotic  changes,  with  early  perilobular  exudations,  are 
known  to  be  found  in  some  cases  of  acute  ulcerative  and 
haemorrhagic  colitis,  as  in  a  CHse  reported  by  Dr.  Thomas 
David  Lister  in  the  *  British  Medical  Journal '  of  Septem- 
ber the  29th,  1900.      I  saw  a  case  presenting  a  precisely 


208  PNEUMOCOCCAL   PERITONITIS. 


similar  clinical  picture  with  my  colleague,  Mr.  Newbolt, 
last  September,  which  was  due  to  the  ingestion  of  a  pork 
pie,  and  it  seems  to  me  quite  likely  that  poisons  which 
possess  less  immediate  virulence  are  likely  to  produce 
perversions  in  the  blood  which  are  never  afterwards 
recovered  from,  their  effects  being  upon  those  organs 
which  are  peculiarly  susceptible  to  their  influences.  I 
might  refer  in  this  relation  to  the  occasional  history  which 
we  get  in  cases  of  diabetes,  where  the  disease  begins 
acutely  after  the  patient  has  eaten  a  poisonous  foodstuff. 
Dr.  Carter  had  an  example  of  this  some  years  ago,  where 
two  young  men  ate  for  their  lunch  some  cold  sausage  at 
a  restaurant  ;  they  were  both  rendered  ill,  and  sugar 
appeared  in  their  urines.  In  one  case  it  disappeared  and 
recovery  took  place,  but  in  the  other  lasting  changes 
were  produced,  the  diabetes  never  got  well,  and  led  to 
breaking  down  of  the  lung,  from  which  he  died. 

{Read  June  the  29th,  1901.) 


67.  A  CASE  OF  PNEUMOCOCCAL  PEEITONITIS. 
By  J.  H.  BEYANT,  M.D. 

Harriet  S — ,  aged  four  years,  was  admitted  into  Guy's 
Hospital  under  my  care  on  May  the  11th,  1901,  for  vomit- 
ing and  abdominal  pain.  She  had  always  enjoyed  good 
health  until  the  evening  of  May  the  9th,  when  she  was 
seized  with  severe  vomiting  after  supper.  She  vomited 
about  six  times  during  the  night.  The  sickness  ceased  on 
the  following  morning,  but  she  appeared  to  be  very  ill,  and 
would  not  take  her  food.  On  the  morning  of  the  11th, 
as  she  was  much  worse,  and  had  not  taken  any  food,  she 
was  brought  up  to  the  hospital,  and  was  at  once  admitted. 
She    had    not    been    sick    since   the  evening  of   the  9th. 


PNEUMOCOCCAL   PERITONITIS.  209 


The  bowels  were  opened  on  the  10th,  and  the  motion 
appeared  to  be  natural.  There  was  no  discharge  of 
blood  or  mucus  from  the  rectum. 

On  admission  the  pulse  was  140  to  the  minute,  the 
temperature  102*8°  F.,  and  the  respirations  40  to  the 
minute.  She  appeared  to  be  very  ill,  and  had  a  drawn 
and  anxious  expression.  The  abdomen  was  tense,  rigid, 
and  very  tender  all  over.  There  was  no  particular  pain  or 
tenderness  in  the  right  iliac  fossa.  There  were  no 
physical  signs  of  pleurisy  or  pneumonia.  I  saw  the  child 
soon  after  admission,  and  came  to  the  conclusion  that  she 
was  suffering  from  acute  peritonitis  or  diaphragmatic 
pleurisy,  and  I  suggested  the  possibility  of  a  pneumo- 
coccal infection  on  account  of  the  absence  of  any  localising 
symptoms  of  appendicitis  or  other  diseases.  Mr.  Dunn 
saw  the  child  Avith  me  shortly  afterwards,  and  decided 
not  to  operate,  chiefly  on  account  of  the  absence  of 
vomiting  and  constipation,  and  because  he  was  inclined 
to  the  view  that  her  condition  was  due  to  diaphragmatic 
pleurisy  or  pneumonia. 

During  the  night  she  was  decidedly  worse ;  the  abdo- 
men became  more  rigid  and  tender,  but  the  drawn 
anxious  expression  was  not  so  well  marked.  She  also 
vomited  three  times,  and  it  was  with  great  difficulty  that 
she  could  retain  any  food. 

On  the  morning  of  the  Tith  Mr.  Dunn  saw  the  child 
with  me  again,  and  decided  to  operate.  The  abdomen 
was  opened  in  the  median  line,  and  general  peritonitis 
was  found.  There  was  a  good  deal  of  slightly  turbid 
fluid  in  the  peritoneal  cavity,  and  the  intestines  were 
covered  with  flakes  of  pale  greyish-yellow  lymph.  The 
fluid  had  no  odour.  The  appendix  vermiformis  appeared 
to  be  a  little  swollen,  and  it  was  removed.  A  subsequent 
examination  showed  no  ulceration,  and  the  swelling  was 
no  more  than  could  be  accounted  for  by  the  peritonitis. 
It  was  certainly  not  the  primary  focus  of  the  peritonitis. 
The  peritoneal  cavity  was  washed  out,  and  a  drainage- 
tube   was   left  in.      I   examined   some  of  the   peritoneal 
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fluid,  staining  some  cover-glass  preparations  with  Macono- 
chie's  capsule  stain,  and  found  a  number  of  capsulated 
diplococci,  which  1  considered  were  pneumococci.  Cul- 
tures were  also  taken,  but  no  growth  resulted. 

After  putting  the  child  back  to  bed  the  pulse  became 
very  feeble,  and  stimulants  were  administered.  In  the 
afternoon  she  had  an  attack  of  profuse  diarrhoea,  which 
was  stopped  with  a  search  and  opium  enema  and  bismuth. 
As  the  pulse  did  not  improve  saline  enemata  and  in- 
fusions of  saline  solution  into  the  axillae  were  administered. 
During  the  night  she  became  very  restless,  and  continued 
so  all  the  following  morning.  She  died  suddenly  on  the 
afternoon  of  the  13th,  at  4.30  p.m. 

I  made  the  post-mortem  examination  twenty-one  hours 
after  death.  Rigor  mortis  was  well  marked.  The  body 
was  rather  wasted  and  anaemic.  There  was  general 
acute  pleurisy,  both  lungs  being  covered  with  light 
greyish-yellow,  thin  recent  lymph.  There  was  a  small 
quantity  of  thin,  slightly  turbid  serous  fluid  in  both 
pleural  cavities.  There  was  no  pneumonic  consolidation 
of  any  part  of  either  lung,  and  no  evidence  of  any 
commencing  pneumonia.  The  larynx,  trachea,  and 
bronchi  appeared  to  be  normal.  There  was  no  peri- 
carditis. The  heart  weighed  51  grammes  ;  it  was  healthy. 
The  arteries  were  normal.  There  was  general  acute 
peritonitis.  The  peritoneal  blood-vessels  were  congested. 
The  coils  of  intestine  were  adhering  to  each  other  by 
means  of  pale  greyish-yellow  lymph.  In  the  pelvis  there 
was  a  little  turbid  serous  fluid.  There  was  no  local 
lesion  to  account  for  the  peritonitis,  'i'here  was  no 
ulceration  of  the  stomach,  duodenum,  or  small  or  large 
intestine.  The  condition  of  the  appendix  vermiformis 
has  already  been  mentioned.  There  was  no  suppuration 
of  any  of  the  abdominal  viscera.  The  liver  weighed  184 
grammes,  and  the  spleen  54  grammes  ;  they  were  both 
normal.  The  kidneys  weighed  102  grammes,  and  were 
quite  normal. 

Cultures    were    taken    from    the    blood    in   the    right 
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ventricle,  from  the  spleen,  and  from  the  pleural  and  peri- 
toneal cavities.  Pneumococci  were  found  in  pure  culture  in 
the  first  three,  and  viith  staphylococci  in  the  last.  Micro- 
scopical prepai'ations  from  these  sources  also  showed 
capsulated  diplococci.      Mr.  Pakes  examined  the  cultures 


Fig.  18. 


and  cover-glass  preparations,  and  confirmed  the  opinion 
that  the  diplococci  were  pneumococci. 

Remarks. — The  cause  of  death  was  pneumoccal  septi- 
caemia, for  pneumococci  were  found  in  the  heart,  blood, 
spleen,   pleural    and    peritoneal    cavities.     The    question 
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naturally  arises  as  to  the  source  and  channel  of  the 
infection.  There  was  no  obvious  primary  lesion  found  in 
any  part  of  the  body,  and  the  clinical  and  pathological 
evidence  pointed  to  the  peritoneum  as  the  first  structure 
to  be  attacked.  Did  the  pneumococci  first  gain  access  to 
the  peritoneum  through  the  alimentary  canal  and  cause 
acute  peritonitis,  and  then  infect  the  blood,  or  was  it  a 
primary  blood  infection,  the  peritoneum  being  the  first 
structure  to  be  attacked  ?  I  have  brought  forward  this  case 
as  one  of  pneumococcal  peritonitis,  as  all  the  symptoms 
pointed  to  the  peritoneum  as  the  structure  to  be  first 
implicated,  there  being  no  indication  of  the  lungs  or 
plenra  being  involved  ;  and  the  post-mortem  evidence  also 
corroborated  this  view,  for  the  morbid  changes  were  more 
marked  and  advanced  in  the  peritoneum  than  in  the 
pleura. 

The  case  I  have  just  recorded  makes  the  third  which  I 
have  had  the  opportunity  of  investigating  during  the  last 
eighteen  months.  The  appearance  of  the  lymph,  and 
the  character  of  the  fluid,  and  the  clinical  history  in  each 
of  these  cases  reminded  me  very  forcibly  of  several  cases 
I  had  seen  some  years  ago,  in  which  no  local  lesion  was 
found,  and  which  were  classified  under  the  vague  and 
unsatisfactory  heading  idiopathic  peritonitis.  I  ami 
of  opinion  that  a  large  proportion,  if  not  all,  of  these 
so-called  cases  of  idiopathic  peritonitis  would  have  proved 
to  have  been  due  to  pneumococcal  infections  had  they 
been  examined  from  a  bacteriological  point  of  view. 

Discussion. 

Dr.  James  Barr  (Liverpool)  said  he  had  a  case  a  short  time 
ago  of  universal  pneumococcal  infection.  The  symptoms  pointed 
to  ordinary  pneumonia,  but  it  never  developed,  as  the  patient 
died  before  that  stage  was  reached.  The  symptoms  were  those 
of  pneumonia,  pleurisy,  peritonitis,  and  meningitis,  all  of  which 
were  proved  post  mortem  to  be  due  to  pneumococcal  septicaemia.. 
What  struck  him  as  peculiar  was  that  Dr.  Bryant's  case  should 
be  described  as  one  of  pii7'e  pneumococcal  infection.  It  would 
be  interesting  to  hear  what  the  temperature  was. 
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Dr.  Bryant :  1028^  F.,  and  it  ran  a  course  very  much  like 
that  of  pneumonia. 


68.  EEMOVAL  OF  A  LONG  NAIL  FROM  THE  SECOND 
PORTION  OF  THE  DUODENUM. 

By  R.  clement  LUCAS,  B.S. 

H.  W — ,  aged  22  months,  was  admitted  into  Guy's 
Hospital  on  Marcli  the  I8th,  1901,  on  account  of  a  foreign 
body  lodged  in  his  intestine.  Three  weeks  before  admis- 
sion he  was  playing  with  a  nail  in  a  bottle ;  he  put 
the  latter  to  his  mouth,  sucked  out  the  nail,  and  swallowed 
it.  His  mother,  hearing  him  choke,  was  just  in  time  to 
see  it  disappear  from  view  down  his  pharynx.  The  nail 
was  believed  to  be  about  2i  inches  in  length.  Since  that 
time  his  bowels  have  been  opened  re^^^ularly  every  day 
but  no  nail  has  passed,  and  on  Thursday  last,  the  14th  of 
March,  he  vomited  his  food. 

On  the  day  the  accident  happened  the  patient  was 
skiagraphed,  the  shadow  being  thrown  on  the  screen,  and 
the  nail  was  then  seen  lying  in  a  vertical  position  with  its 
head  downwards  just  to  the  right  of  the  spine  ;  it  appeared 
in  the  shadow  to  extend  from  the  first  to  the  fourth  lumbar 
vertebrae.  On  March  the  25th,  a  week  after  admission, 
he  was  again  subjected  to  the  Rontgen  rays.  The  nail 
was  seen  to  lie  in  precisely  the  same  position,  and  a 
photograph  was  taken  of  it.  The  negative  showed  the 
nail  to  be  lying  with  its  point  upwards  about  i  inch  to 
the  right  of  the  vertebral  column,  and  its  length  appeared 
to  be  about  2^  inches. 

An  ojieration  for  its  removal  was  undertaken  on  the 
following  day.  A  vertical  incision  about  4  inches  in 
lengtl^  was  made  in  the  right  linea  semilunaris  in  a  direc- 
tion downwards  to  the  level  of  the  umbilicus.  The 
superficial  structures  and  tendons  having  been  divided 
the   p<^ritoneum  was    opened,  when  a  piece   of   omentum 
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protruded  and  was  pushed  back.  An  examination  of  the 
abdomen  was  then  made  with  the  forefinger  through  the 
wound,  and  the  nail  could  be  felt  lying  in  a  vertical 
position  on  the  inner  edge  of  the  right  kidney,  far  back 
on  the  posterior  abdominal  wall.  As  the  colon  lay  to  the 
outer  side  the  nail  could  not  be  reached  in  the  direction 
of  the  incision ;  the  hepatic  flexure  was  next  drawn  well 
over  to  the  left  side  and  an  examination  made  from 
beneath  it.  The  nail  could  be  more  readily  felt  from 
this  position,  but  in  an  attempt  to  reach  it,  it  became 
displaced,  and  took  up  a  horizontal  position  Avith  its  head 
to  the  left  side,  having  evidently  been  pushed  into  the 
third  portion  of  the  duodenum.  It  required  a  consider- 
able amount  of  manipulation  from  the  back  of  the  abdo- 
men, with  the  right  hand,  aided  by  the  fingers  of  the  left 
hand,  to  make  the  nail  again  project  from  the  second 
portion  of  the  duodenum.  When  this  was  done  a  pair 
of  Spencer  Wells's  forceps  was  used  to  hold  the  nail 
from  the  outside  of  the  intestine,  and  the  point  of  the 
nail  was  turned  upwards  and  to  the  right. 

The  intestine  was  now  carefully  packed  all  round  with 
sterilised  gauze.  Two  anchor  stitches  of  silk  were  next 
passed  through  the  muscular  coat  of  the  duodenum  on 
either  side  of  the  projecting  point.  The  point  of  the  nail 
was  then  cut  down  upon  between  these  stitches,  which 
were  used  simply  to  prevent  the  wound,  when  made,  from 
dropping  away  out  of  sight.  Immediately  the  intestinal 
coats  were  cut,  the  point  of  the  nail  protruded  and  was 
seized  with  the  fingers  and  easily  drawn  out  as  far  as  the 
liead.  The  wound  was  not  enlarged  for  the  head  to  pass, 
but  by  turning  the  nail  a  little  on  one  side  the  head  was 
made  to  escape.  The  incision  into  the  intestine  was  not 
more  than  a  quarter  of  an  inch  in  length,  and  being  fixed 
by  the  two  anchor  stitches  it  was  easy  to  introduce  six  fine 
Lembert  silk  sutures  to  close  it.  The  surface  of  the 
intestine  immediately  around  was  washed  with  formalin  ; 
the  packing  was  next  removed,  and  a  small  bleeding  point 
in  the  peritoneum  stopped.      The   peritoneum   was   sewn 
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up  with  a  fine  continuous  silk  suture ;  five  more  stitches 
of  stouter  silk  were  used  to  bring  the  muscular  layer 
together  ;  the  skin  was  united  by  continuous  horse  hair 
suture  ;  the  surface  was  washed  with  formalin,  and  steri- 
lized gauze  and  pads  applied.  The  child  for  the  first 
forty  hours  was  fed  entirely  by  the  rectum,  having  every 
four  hours  alternately  2  oz.  of  peptonised  milk  with  a 
drachm  of  brandy  and  2  oz.  of  peptonised  beef-tea  with 
the  same  quantity  of  brandy. 

On  March  the  28th,  two  days  after  the  operation, 
the  temperature  being  subnormal,  a  teaspoonful  of  milk 
was  given  every  half  hour,  rectal  feeding  being  still 
continued. 

29th. — The  temperature  rose  last  night  to  101°  F.,  but 
is  normal  again  this  morning ;  the  amount  of  milk  was 
increased  to  two  teaspoonfuls  every  half  hour. 

31st. — Temperature  normal  and  patient  doing  well. 
Farinaceous  food  was  ordered,  and  an  increase  of  milk. 

On  April  the  1st,  the  patient's  temperature  having 
risen  above  100°  F.,  the  wound  was  dressed,  and  looked 
perfectly  healthy,  and  there  was  no  tenderness  about 
the  abdomen. 

4th. — The  wound  was  again  dressed,  when  it  was  found 
to  be  completely  healed,  and  the  stitches  were  all  removed. 

9th. — Although  the  wound  is  healed  and  there  is  no 
sign  of  any  peritonitis,  the  child's  temperature  rises 
frequently  to  102°  F.  in  the  evening,  though  normal  in  the 
morning,  and  he  occasionally  vomits. 

13th. — The  child  still  vomits  at  intervals  and  has 
diarrhoea,  but  there  is  no  sign  of  peritonitis  ;  the  tempera- 
ture is  lower.  Some  intestinal  irritation  continued  for  a 
week  or  two,  but  the  temperature  seldom  rose  to  100°  F., 
and  became  steadily  normal  at  the  end  of  a  month.  The 
child  was  discharged  quite  well  on  May  the  12th. 

The  nail  removed  was  a  French  machine-made  nail 
measuring  exactly  two  inches. 

Remarks. — The  case  illustrates  the  extreme  value  of 
the   Rontgen   rays   in   determining   the   exact   site   of   a 
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foreign  body  when  impacted  in  the  intestine,  it  also 
shows  that  the  shadow  obtained  is  not  strictly  accurate 
as  to  size,  the  foreign  body  being  nearly  always  magni- 
fied, the  increased  length  in  this  case  amounting  to 
exactly  half  an  inch.  The  shadow  photograph  showed, 
however,  the  exact  position  of  the  nail  relative  to  the 
vertebral  column,  and  as  this  position  had  remained  for 
a  month  unaltered,  and  the  nail  was  vertical  in  its  direc- 
tion, it  could  scarcely  be  in  any  other  portion  of  the 
intestine  than  the  second  portion  of  the  duodenum  ;  it 
was  pretty  clear  that  it  had  stretched  this  portion  of  the 
infantas  intestine,  and  that  it  failed  to  make  the  curve 
into  the  third  portion  of  the  duodenum.  Only  when  I 
was  manipulating  at  great  disadvantage,  owing  to  its 
depth  from  the  surface,  did  it  tend  to  pass  on  into  the 
third  portion  of  the  duodenum.  The  difficulty  now  was 
to  maintain  it  in  position  whilst  I  cut  down  upon  it ;  I 
could  only  do  this  by  grasping  it  with  forceps  from  the 
outside,  as  on  two  occasions  when  trusting  the  nail  to  the 
fingers  of  an  assistant  it  slipped  away.  The  wound  made 
was  of  a  very  trivial  character,  but  the  nail  had  no  doubt 
caused  a  good  deal  of  damage  before  its  removal.  Every- 
thing connected  with  the  operation  ran  a  perfectly 
aseptic  course.  The  bowel  irritation  which  followed  a 
week  or  ten  days  later  was  entirely  of  a  gastro-enteric 
form,  following  the  resumption  of  solid  food,  and  could 
not  be  traceable  to  any  evidence  whatever  of  peritonitis. 
A  skiagram  and  the  nail  removed  were  exhibited. 

{Read  June  the  29th,  1901.) 
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69.    ON    BIMANUAL    EXAMINATION    IN    THE     DIA- 
GNOSIS OF  ABDOMINAL   DISEASE   IN   CHILDREN. 

By  JAMES  CARMICHAEL,  M.D. 

The  importance  of  a  bimanual  examination  in  the 
diagnosis  of  abdominal  disease  in  children  is,  in  my  ex- 
perience, not  fully  recognised,  nor  made  a  routine  practice, 
as  it  ought  to  be.  I  have  always  taught  the  students 
attending  the  clinical  instruction  at  the  Royal  Hospital  for 
Sick  Children  never  to  omit  this  simple  method  of  in- 
vestigation. The  last  case  I  saw  illustrative  of  the  value 
of  this  method  was  that  of  a  child  brought  to  me  from 
the  north  of  England.  .  She  had  been  recently  examined 
by  two  eminent  medical  men,  who  had  been  unable  to  give 
a  positive  diagnosis,  having  only  made  an  external  exa- 
mination. I  also  failed  to  detect  anything  until  I 
employed  the  bimanual  method,  when  the  finger  in  the 
rectum  easily  detected  a  hard  tumour  attached  in  the 
pelvis,  and  several  small  nodular  masses  higher  up  in  the 
abdominal  cavity. 

This  method  of  examination  is  more  applicable  and 
easily  carried  out  in  the  child  than  the  adult,  as  in  children 
the  abdominal  parietes  and  muscles  are  much  softer,  and 
the  pelvis  flatter.  The  younger  the  child,  the  easier  the 
examination.  In  a  child  under  four  years  the  average 
measurement  from  the  tip  of  the  coccyx  to  the  umbilicus, 
when  the  abdominal  wall  is  pushed  down  to  meet  the 
advancing  finger,  is  about  four  inches.  The  length  of 
the  forefinger  from  the  web  between  it  and  the  middle 
finger  to  the  tip  is  3  J  inches  in  my  own  case.  It  is,  there- 
fore, evident  that  anything  below  the  transverse  line  of 
the  umbilicus  can  be  easily  felt  per  rectum.  The  mode  of 
examining  is  as  follows  : — The  child,  being  anajsthetised,  is 
placed  in  the  dorsal  position,  with  the  legs  drawn  up  close 
to  the  edge  of  the  bed.    The  operator  kneeling  on  the  floor 
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at  the  bedside,  introduces  his  forefinger  into  the  rectum, 
fhe  hand  and  forefinger  being  fully  extended.  The  web 
between  the  middle  and  foreHnger  thus  presses  against 
the  coccyx,  that  between  the  thumb  and  forefinger  is 
against  the  symphysis  pubis,  while  the  middle,  ring,  and 
little  fingers  are  extended  centrally  along  the  sacral  spine. 
With  the  hand  in  this  position  the  forefinger  reaches  a 
higher  position  in  the  abdomen  than  is  possible  by  any 
other  method.  ^  (Read  June  the  29th,  1901.) 


70.  EEMARKS  ON   A   CASE   OF  INFANTILE   SCURVY. 
By  JOHN   McCAW,  M.B. 

Infantile  scurvy,  or  scurvy  rickets,  presents  such  well- 
marked  signs  and  symptoms  in  the  majority  of  cases, 
that  little  difficulty  is,  as  a  rule,  experienced  in  correctly 
diagnosing  the  affection.  I  have,  however,  recently  seen 
an  example  of  this  disease  in  which  the  classical  symptoms 
were  all  but  absent,  and  an  opinion  had  to  be  given  based 
upon  the  presence  of  one  symptom,  supported  by  the 
history  of  the  case.  I  was  asked  to  see  Baby  McGr — , 
aged  ten  months,  on  the  3rd  of  April,  1901,  in  consultation 
with  the  regular  medical  attendant  of  the  family. 

History. — The  child  had  been  in  his  usual  good  health 
until  a  week  previously,  at  which  time  he  became  ill  with 
what  was  considered  to  be  a  mild  gastric  attack.  The 
temperature  never  exceeded  101-5°  F.;  the  pulse  was 
good  and  about  100  to  the  minute,  and  the  bowels  were 
inclined  to  be  relaxed.  However,  a  short  time  before  I 
was  called  in  he  vomited  a  considerable  quantity  of  blood, 
and  this  was  followed  almost  immediately  by  a  copious, 
loose  motion,  which  was  undoubtedly  largely  composed  of 
altered  blood. 

On   examination  there  was   evidence   of  loss  of  blood. 
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but  I  was  struck  mth  the  streugth  of  the  pulse  and  of 
the  apex-beat.  I  learned  on  inquiry  that  this  child  had 
been  fed  from  birth  upon  condensed  milk,  and  later  upon 
a  proprietary  food  and  oat  flour  ;  that  it  had  never  been 
given  any  fresh  milk  or  other  food  whatever  of  an  anti- 
scorbutic kind. 

Infantile  scurvy  was  diagnosed,  and  the  treatment 
modified  to  meet  that  condition  as  follows  : — One  tea- 
spoonful  of  orange  juice  to  be  given  every  two  hours  ; 
to  have  whey  and  cream  at  frequent  intervals  and  in 
small  quantities,  with  one  teaspoonful  of  raw  meat  juice 
every  four  hours.  I  advised  the  application  of  the  ice- 
bag  to  the  epigastrium  for  half  an  hour,  the  effect  to  be 
carefully  watched.  I  saw  this  child  again  the  following 
day  ;  he  had  passed  a  good  night  and  was  much  better  in 
every  respect.  The  or«nge  juice  was  taken  with  avidity, 
and  the  nutriments  mentioned  were  taken  and  retained  ; 
the  temperature  was  100'2°F.,  and  the  pulse  98  to  the 
minute  and  stronger.  No  more  vomiting  had  occurred, 
but  one  loose  motion  had  been  passed,  which  contained 
much  filtered  blood.  Eight  days  afterwards  I  was  asked 
to  see  the  case  again,  and  it  is  hardly  too  much  to  say 
that  I  saw  a  different  child,  so  marked  and  striking  was 
the  change  for  the  better  in  every  respect.  I  now  advised 
that  he  should  have  a  mixture  of  arsenic  and  iron  (Fowler's 
solution  and  Vinum  Ferri  citratis)  in  suitable  doses,  as  well 
as  a  small  quantity  of  scraped  potato  or  other  fresh  vege- 
table in  his  soup  ;  and  fuither,  that  he  should  be  taken 
to  the  seaside.     He  made  a  complete  recovery. 

Remarks. — I  think  this  case  is  noteworthy  for  the 
absence  of  the  more  prominent  symptoms  usually  seen 
in  scurvy  rickets ;  no  periosteal  swelling  could  be  found 
anywhere  at  any  time,  though  carefully  looked  for ;  the 
gums  were  quite  normal  in  every  respect,  and  two  upper 
and  two  lower  central  incisor  teeth  appeared  healthy  ; 
there  was  no  proptosis  of  either  eye,  nor  was  there  any 
ecchymosis  or  oedema  of  either  eyelid.  Subcutaneous 
haemorrhages  never  took  place,  not  even  petechial  spots 
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on  the  trunk,  or  lower  extremities,  noi-  were  an}^  bruise- 
like marks  ever  seen.  The  child  never  made  any  complaint, 
nor  evidenced  any  pain  on  being  handled,  or  lifted,  and 
Avith  the  exception  of  a  slight  beading  ot"  the  ribs^  the 
distinctive  signs  of  rickets  were  entirely  absent. 

Up  to  the  onset  of  his  illness  this  child  was  looked 
upon  as  a  healthy,  vigorous  specimen  of  his  age,  and 
though  he  was  anaemic-looking,  it  could  not  be  said  that 
he  was  fat,  or  flabby,  or  full-tissued.  His  is  another  instance 
of  scurvy  occurring  in  a  child  fed  on  condensed  milk  and 
patent  food,  and  he  further  exemplifies  the  curious  fact 
that  the  disease  is  met  with  chiefly  amongst  the  children 
of  the  better  classes ;  in  fact,  to  put  it  in  another  way,  it 
would  scarcely  be  too  much  to  say  that  he  was  starving  in 
the  midst  of  plenty.  {Read  June  the  29th,  1901.) 
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anus  (A.  H.  Tubby) 

Discussion  (R.  C.  Lucas) 

(D'A.  Power) 
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Aorta,  stenosis  of  (E.  Cautley) 
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(E.  Cautley) 

osteo,  in  a  boy  of  eleven  years  (A.  E.  Sansom) 

Ascites,  in  a  case  of  cirrhosis  of  the  liver  (0.  J.  Macalister) 
Ashby  (H.),  a  case  of  nephritis  in  a  newly-born  infant 

a  case  of  so-called  foetal  rickets 

discussion  on  brachial    monoplegia  in    a   newly  born 

infant,  with  early  rigidity 

discussion  on  a  case  of  syphilis  transmitted  to  the  third 

generation  ..... 
Asthma,  dyspeptic,  at  the  age  of  seven  months  (W.  Ewart) 

Discussion  (E.  Cautley) 

(C.  W.  Chapman)      . 

(W.  C.  ChafFey) 

(A.  H.  Tubby) 

(G.  A.  Sutherland)    . 

Athetosis  and  left  hemiplegia  (E.  Cautley) 
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(G.  Carpenter) 
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■ (L.  G.  Guthrie) 

Atrophy,  see  Muscles. 
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cerebral  veins  (T.  Fisher) 
Coxa  vara  after  surgical  treatment  (W.  W.  Cheyne) 
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(J.  J.  Clarke) 

(G.  A.  Sutherland)    . 


unilateral  ( W.  Edmunds) 


Ear,  inflammation  of,  see  Otitis. 

EcTROPiUM,  associated  with  myxcedema  (S.  Stephenson) 
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Craniectomy,  see  Brain,  operations  on. 
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Dislocation,  see  Patella  and  Ulna. 
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osteotomy  .                .                .                .  .     140 
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Dyspepsia,  see  Asthma,  Dyspeptic. 
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dyspeptic  asthma  at  the  age  of  seven  months  .     119 
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(E.  Cautley)  .  .  .  .  .133 

in  myositis  ossificans  (M.  Fletcher) .  .  .57 

Eye,  defects  of,  in  congenital  malformation  of  the  skull  (G. 

Carpenter)  ....     114,  117,  118 

tuberculosis  of  (G.  Carpenter  and  S.  Stephenson) 

Eyebaxls,  bilateral  protrusion  of;  cause  ?  (G.  Carpenter) 

movements  of,  in  head-nodding  (E.  Cautley) 


Eyelids,  oedema  of,  occurring  after  a  bath  (T.  Fisher) 

Discussion  (G.  Carpentei-)     . 

{G.A.  Sutherland)    . 

(S.  Stephenson) 
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Finsen's  method,  see  Light  treatment. 
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